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HERE are some questions to be asked in connection with a title like the 

one presented, that are basic to it; they deserve more attention than the 
details of methods and procedures. Is the amount of mental ill health great 
enough to make it a major public health problem? If so, do there exist any 
practical principles that can be added to the public health nurse’s armamen- 
tarium to enable her to do the same sort of health education in this field that 
she relies on in her attempts to improve health generally? Can the public 
health nurse do this work without neglecting other parts of her work and 
without a lot of psychiatric training? 

Lectures and articles by various authorities in the fields of public health 
and psychiatry in recent years have repeatedly advanced the idea that mental 
hygiene must be regarded as one of the most important fields of endeavour for 
public health workers. This point of view is suggested in the Constitution of 


the World Health Organization. Brief extracts from that document are as 
follows: 


“Health is a state of complete physical, mental and social well being, and not merely 


the absence of disease or infirmity... . 


: ‘Healthy development of the child is of basic importance, the ability to live harmoniously 
in a changing total environment is essential to such development.” ; 
“Informed opinion and active cooperation on the part of the public are of the utmost 


importance in the improvement of the health of the people.” 

These statements must be taken as considered opinions and not just the 
voicing of pious hopes. They would indicate that active mental hygiene 
programs should, as a matter of basic policy, be given great emphasis in the 
activities of any public health organization. 
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Definite planning in the field of mental hygiene should rest upon a 
knowledge of the incidence of various types of psychiatric disorders. It has 
been estimated that 85 of every 1,000 people born in the State of New York 
are likely to spend some time in a mental hospital (1). A public health survey 
in Baltimore in 1936 which relied on the records of institutions and agencies 
for case finding, showed a rate of 60.5 per thousand population of psychiatric 
disabilities (2). The experience of the United States Armed Services and 
Induction Board provides a broad sampling of men of military ages; this 
has been reported in the American Journal of Psychiatry (3). Twelve 
per cent of the men who were called up in the period January 1, 1942, 
to June 30, 1945, were rejected on neuropsychiatric grounds. This represented 
slightly under 1,750,000 men and 37 per cent of rejections. During the same 
period, 457,000 men were discharged from the American Army on neuro- 
psychiatric grounds. Current emphasis on the prevalence of psychosomatic 
disorders and the amount of psychoneurosis found in general practice, and in 
surveys of loss of time from work due to illness, further demonstrate the 
tremendous significance of psychiatric illness (4). 

The extent of the problem is beyond question. The next point is, do we 
know enough about the causes of mental illness to justify a claim that a pre- 
ventive program should be undertaken? 


When the histories of adult psychiatric patients are studied, one is con- 
firmed in the belief that faulty personality development which can be traced 
back to beginnings in childhood is the underlying cause in a great majority of 
cases. It is quite unrealistic to think of any sort of social life in which indi- 
viduals could be free from frustration and some degree of insecurity and 
intrapsychic conflict. Thus a program of mental hygiene cannot depend 
entirely on plans for increasing the security of adults by improved financial 
security and social services; its more fundamental reliance must be placed on 
the development of robust and adaptable personalities in children. If all those 
people who have to do with the supervision and guidance of children could 
be taught to apply certain broad principles of mental hygiene, the result would 
be the development of a generation of adults with a much greater resistance 
to mental illness than the present generation shows. 

Mental hygiene should not be just another department in a public health 
program; it should, rather, be a fund of information and a point of view that 
influence all the details of your professional work. 

The point of view has to be developed subtly as a result of opening your 
minds to the broadest possible interest in human affairs and casting out that 
sort of medical tradition that was concerned exclusively with diseases. A 
motto might be: Nothing that has to do with human suffering is outside our 
field. Parental attitudes that distort the personality of a child are more 
important than rickets that deforms his skeleton. Ignorance and pride are 
just as cruel when they try to force a child to perform tasks beyond his mental 
ability as when they interfere with his protection against diphtheria. The 
point of view that is friendly to mental hygiene accepts a very broad field of 
medical responsibility. 
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Another requirement is a considerable degree of self-understanding. We 
all have to guard against being influenced by our own prejudlces. One cannot 
help or understand people unless one can feel tolerant towards them, though 
not necessarily towards some of their actions. One must know what sort of 
situations depress one, or make one feel aggressive, and learn to discount such 
feelings when they affect one’s judgment. Breadth of vision, consideration 
for the feelings of others, respect for the sanctity of individuality, and insight 
into one’s own personality are perhaps the main traits one should try to 
cultivate in developing a point of view favourable to mental hygiene. 

With regard to the nurse’s ability to carry mental hygiene cases, it some- 
times appears that nurses face a sort of mental hazard. The sources of this 
would merit some professional study and I should suggest that supervisors 
watch the work of their nurses and criticize it thoughtfully, and then try to 
diagnose and treat the difficulty. For example, a nurse may report correctly 
that a school beginner is immature and consequently not very attentive at 
school and that his mother considers him disobedient and uses threats of 
physical punishment and tries to shame him into doing better school work and 
acting more like a “good boy” at home. Then, having made worthwhile 
observations like that, the nurse may leave the report up in the air. 

What can a supervisor conclude from such a report? The nurse probably 
knows that emotional immaturity will be aggravated and not helped by the 
attitudes she has seen the mother displaying, but as far as the report would 
indicate, she has done nothing about it. Why? Well, she may lack infor- 
mation; in that case, advising her and directing her to books and lectures 
would be indicated. It is more likely that she doesn’t carry on from obser- 
vations to conclusion and action because she is deterred by a combination of 
two things. There is the traditional training emphasizing that nurses must 
observe and record but not diagnose or advise. In doing mental hygiene they 
will have to modify that attitude somewhat. Life is too short and there is too 
much to be done. When the problem is clear-cut, the nurse should feel that 
it is within her province to make a tentative diagnosis of the situation and 
offer guidance. In doing so, she is not diagnosing diseases but rather recogniz- 
ing that unwholesome conditions exist. Possibly another influence that makes 
the nurse feel insecure about carrying these cases along is the conventional 
diffidence about giving advice that may seem to be interference with a patient’s 
private affairs. The nurse shares the mother’s embarrassment and defensive- 
ness and hasn’t enough confidence to be objective about the matter. However, 
the mother’s shame in such a matter is just another fact. We have got away 
from conniving in patients’ attempts to hush up any reference to tuberculosis. 
We must learn to be objective about attitudes that are dangerous to mental 
health also. 

Granting that the nurse is impressed with the importance of the subject 
and has a suitable point of view, what equipment of knowledge does she need? 
She is not going to try to become a psychiatrist. What she needs to know is 
the kind of circumstances that promote good mental health, or, the other side 
of the same coin, those that are likely to lead to unwholesome reactions. 
Children are continuously trying out various ways of responding to their 
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environments, and expressing their own natures. Some methods are generally 
satisfactory, whereas others are sure to lead to difficulties. A knowledge of 
these things can be reduced to a fairly orderly list of mental hygiene principles. 
These are just as easy to understand and apply as are the principles of nutrition 
and immunity, and are quite as practical. 


SoME PRINCIPLES OF MENTAL HYGIENE 


This list cannot be regarded as being final or complete but may be a help 
towards orderly thinking. 

1. Each individual, whether baby or school child or old person, or 
tuberculosis patient, must be respected as a unique person. We must all 
guard against thinking of people as ‘‘cases’”’. Try to discipline yourselves so 
that you never refer to a child as a “problem child”. He is Billy Smith, who 
must be experiencing some sort of trouble if he is acting in an unacceptable 
way. Never describe a patient as being uncooperative or recalcitrant, letting 
it go at that. He is frightened or suspicious, or confused, and there is no use 
in calling him hard names, unless it is to relieve your own feelings. What 
would be helpful would be to learn what sort of person he is and why he is 
acting the way he is. 

2. The principle of motivation: Behaviour is actuated by the needs of 
the individual, and is directed towards the satisfaction of those needs. People 
need satisfaction of their physiological appetites (hunger, thirst, rest, elimi- 
nation, physical activity); they tend to seek pleasure and avoid pain; they 
need affection and a sense of individual significance; they need an opportunity 
to find expression for certain dominant individual traits. Babies and infants 
need to be wisely loved, by parents who are moderate and stable, and their 
instinctual needs must be met by an atmosphere of acceptance; that is what 
is meant by providing them with security. It is a very practical job for public 
health workers to try to teach parents and teachers to look for the meaning of 
children’s behaviour. Too often actions are judged and condemned, or praised, 
without being understood. If a child has not received the affection he needs 
at home, he may demand too much attention from his teacher. He may do 
this in ways that annoy the teacher. If the teacher punishes him, he may 
conclude that she hasn’t much use for him either. Punishment alone in that 
sort of situation is not likely to be successful in teaching acceptable behaviour 
because it does not take into account the fact that the child not only desires, 
but needs, the attention he is seeking. 

3. Individuals obviously differ from birth in intelligence and temperament 
and various physical qualities. A situation that produces anxiety in one child 
because it is too difficult for him, leaves a brighter child with too little to do 
and time to get into mischief. Children show innate differences in their ac- 
tivity, sociability, persistence of moods, tendency to become deeply immersed 
in one thing at a time, and other qualities of temperament. Understanding a 
child’s nature includes appreciating his particular temperament as well as his 
intelligence. 

4. A healthy individual’s personality develops in an orderly way through 
successive stages of maturition. Various situations can result in fixations at 
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immature levels of development. A child who feels that he is rejected may find 
that normal temper tantrums are rewarded by a great deal of attention. His 
insecurity slows up his development, and a certain type of immature behaviour 
turns out to be moderately profitable—so he goes on having temper tantrums. 

5. The principle of conflict: When opposing motives influence an indi- 
vidual, the experience may be a stimulus to development or it may result in 
hesitant erratic behaviour or excessively substitutive regressive or psychotic 
behaviour. The stresses to which an individual is exposed should be graded 
according to this principle. He should not be overprotected nor should he be 
expected to cope with decisions and responsibilities beyond his capacity. 

6. People are more or less unaware of important dynamic factors within 
their own personalities. Theories dealing with what is called ‘‘the un- 
conscious’’ are not in sufficient agreement to permit any arbitrary statements 
on the subject. Freud’s “Introductory Lectures on Psycho-Analysis” should 
be read for its general interest and stimulating suggestions. For practical 
purposes it is often obvious that people are acting as if they were impelled by 
motives that they do not recognize. An example would be the case of a mother 
whose attitude towards a child appeared to be consistently disparaging and 
cold. Her behaviour would suggest to an observer, and presumably to the 
child, that she rejected the child. She would not admit that that was true, 
and would defend herself by pointing out how hard she worked to keep the 
child clean and give him a good training. 

In connection with errors, and dream material, and psychoneurotic 
symptoms, and experiments with suggestion and association, examples of 
ideas, and wishes, and feelings, which the individual cannot readily recall to 
consciousness, can be demonstrated. In clinical work on a superficial level, 
as in mental hygiene, it is the presence of general attitudes which have not been 
recognized by patients or parents that is commonly important. Simple 
examples would be the displaying by parents of a preference for one child over 
another, or a feeling of jealousy on the part of one sibling of another. 

7. The effect of culture on behaviour: The behaviour of children that is 
objectionable to adults may be simply a copying of what they see. Example 
is more impressive than lecturing. Frequently children see adults acting in a 
rude, aggressive, inconsiderate way. When they conduct themselves in the 
same sort of fashion, they are likely to be considered as “behaviour problem 
cases”. The imposition of the cultural standards of the group on the individual 
isa very large part of the problem of education. If necessary social restrictions 
were imposed with reasonable compromise and with respect for the individu- 
ality and the degree of maturity of each child, and if there were a moderate 
degree of consistency between the moral standards taught and those displayed 
by adults, then the culturization of children would not be accompanied by 
many of the gross problems seen now. Fear and competitiveness are forces 
used too freely in trying to guide children. The excessive use of them increases 
the emotional difficulties and impedes the development of many children. If 
children were encouraged to be genuine and spontaneous and given more 
reason to believe in the essential goodness of man, then the individual and 
social effects of destructive aggressiveness would be greatly reduced. Anthro- 





260 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 39 


pologists have drawn attention to differences in the types of temperament 
that characterize different primitive cultures. The writings of Margaret 
Meade and Ruth Benedict should be consulted for an insight into this field. 
To some extent it seems that there have been tendencies for our own culture 
to act in such a way as to increase the difficulties of some types of temperament 
and to impede the development of full maturity. In many ways the active 
outgoing and aggressive child finds it easier to gain social acceptance than 
does the sensitive, thoughtful and imaginative one, and many influences seem 
to act as a direct inducement to permanent fixation at an adolescent level of 
development. 


Tue Pusiic HEALTH APPROACH TO MENTAL HYGIENE 


If the susceptibility to mental illness depends largely on the vulnerability 
of an individual’s personality, and if that is determined to a considerable 
degree by childhood experiences, and if a good deal is known in a general way 
about factors that can promote or interfere with the personality development 
of children, then the public health problem is to reduce those factors to general 
principles that can be taught to parents and made available to physicians and 
teachers, and all who have to do with the guidance and care of children. This 
is following the same method that is employed in health education generally 
by which knowledge of nutrition and infectious diseases and healthful living 
habits is disseminated amongst the general public. How can these principles 
be applied in the various settings in which a public health nurse works? 

Ante-natal work provides a field where advice, encouragement, and re- 
assurance can be used to great advantage. Recognizing depressions and 
anxiety states that demand psychiatric treatment and trying to arrange for 
such treatment is an important responsibility. The expectant mother’s 
attitude is a very significant omen of what the child’s mental health may be. 

Child health conferences give the public health nurse a chance to observe 
situations unwholesome to the baby: overly anxious, insecure, over-protective, 
rejecting, attitudes on the part of the mother can be fairly easily detected. 
Demands for precocious self-control in connection with evacuations and feeding, 
and demands for attention, readily betray themselves. Encouraging a return 
to the day when babies were ‘‘infants in arms’’, and not “kids in prams or play 
pens’, would be a wholesome corrective to a trend that has developed during 
the past few generations. A perusal of a very interesting article by Halliday (5) 
is recommended in this connection. 

Pre-school conferences. More mothers by this age will be seeking advice 
about the development and conduct of children. It is a promising age because 
children are still responsive, and parents have not become fixed in their 
attitudes towards the children and can discuss cases with less defensiveness 
than they will display as children get older. 

School. Bringing teachers a knowledge of home situations, advising 
parents, working with other social agencies, selecting cases that require treat- 
ment such as that of child guidance clinics, superficial reviews of cases at 
conferences with teacher and principal, are some of the headings one might 
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think of. More importantly—make sure that the principles and point of view 
of mental hygiene run like a thread through all the hours devoted to school 
health work. 


The place of a psychiatrist or mental hygienist in a generalized public 
health program is to stimulate interest and provide teaching and guidance. 
This can be done most effectively by holding case conferences. The line 
between treatment and prevention becomes difficult—but it is not so hard to 
draw a distinction between cases that can be dealt with superficially and those 
that need to be referred for more thorough treatment. 
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HEN modern public health nursing was commenced in the slums of 

Liverpool nearly ninety years ago, the district nurses of that day were 
not particularly concerned with establishing and maintaining relationships 
among public health personnel. For the most part, they were guided in their 
work by the three basic principles which have-been recognized by William 
Rathbone. These were: 

1. A district nurse needed special preparation for her work. 

2. There was to be non-interference in the religious convictions of the 

families under their care. 

3. The district nurse was not to give material relief. 

To these three, Florence Nightingale soon added another, the district 
nurse’s responsibility for health education. Those nurses had no concept of 
the developments that were to take place in public health practice in the 
twentieth century, of the great scientific discoveries that were to contribute 
to the field, or of the many types of professional education that were to be 
necessary for the total care of the patient, the family and the community. 

Public health knowledge has always run ahead of public health practice. 
Economic depressions, public apathy, and, in many instances, lack of pro- 
fessional interest and leadership, have prevented many communities from 
having all the public health services that could have been made available to 
them. On the other hand, public health nursing has been widely accepted 
because of the dramatic demonstration of the contribution of the public health 
nurse to community welfare. The district nurses in Liverpool, the work of 
Lillian Wald in New York, the development of both urban and rural public 
health nursing programs by the Victorian Order of Nurses for. Canada, and 
the rapid development of rural public health nursing in the United States 
following the introduction of cheap motor transportation in 1912, are just a 
few of the examples. 

As new functions in public health were added, many communities saw no 
reason why the nurse should not carry them; thus the nurse often became 
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responsible for such programs as sanitation, control of communicable disease, 
record keeping, physical inspection in schools, and community health edu- 
cation. These are all recognized as functions of the nurse to a degree, but her 
major functions, those of providing and supervising nursing care for the patient 
in the home, and of supervising and teaching the well individual in relation to 
his health at home, in the clinic, in schools and in industry, were being lost, 
and the public health nurse was not carrying out to the fullest extent the 
program for which she had been particularly prepared. 

With the advent of the Social Security Act in 1935, progress in public 
health practice quickened its pace, and the various professional disciplines 
joined forces to achieve the desired results. Not only did medicine, engineer- 
ing, nursing and dentistry contribute, but education, veterinary science, public 
administration and the sciences—social, physical and _biological—did 
their share. In fact, in speaking of the public health field, Dr. Leavell of 
Harvard has said, ‘Few activities related to human welfare have employed 
such diversified talent.’ (1) 

When official public health agencies began to include not only the health 
officer and the public health nurse, but also a clerk and a sanitarian, problems 
of relationship became evident. These problems were intensified when the 
scope of the agencies was enlarged, and other professional personnel such as 
medical clinicians, public health engineers, medical social workers and health 
educators were added to the staff. Furthermore, as additional nurses were 
added to the staff, the need for nursing consultants and supervisors increased, 
and problems of staff relationships continued to grow more acute. Voluntary . 
public health nursing agencies began to have the same experience following 
increases in staff. 

Since public health nursing was one of the first components of the public 
health program, and therefore has had more experience in the field, it should 
give leadership in developing and maintaining staff relationships. 

Basic to establishing professional relationships are: first, sound agency 
administration, and, second, good personnel policies. Without these to build 
on, all relationships would be on shifting sands. Furthermore, these are basic 
to maintaining professional relationships. Each worker in the agency should 
understand the professional background, with its aims, ideals and principles, 
of every other worker. This appreciation of each other promotes a willingness 
to work together. However, this understanding can only be brought about by 
constant interpretation by the director and the administrative supervisory 
staff. 

Sound administrative organization is dependent upon frequent and 
regular conferences of the administrative staff. At these meetings, great care 
should be taken that the broad concepts of each profession are presented, and 
that an understanding, based on these concepts, is gained of the duties and 
contributions of each professional group. Unless this understanding is 
possessed by the administrative group, very little can be expected from the 
staff level. These meetings should provide adequate time for discussion of 
agency policies, and for problems that affect not only the entire agency, but 
any one group or groups within the agency. From such discussions, machinery 
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can be developed that will help to meet definite and specific agency situations, 
For example, in one county health unit the nursing staff encountered a great 
deal of difficulty with a new sanitarian. Finally, through administrative 
channels, the supervising nurse took up the matter with the sanitarian. She 
explained the staff’s preparation in public health nursing, and their duties and 
functions in the community. He was greatly surprised to learn of the science 
courses they had had at the University, and of the scope of their work. With 
this background of understanding, he came to be a most cooperative worker, 

An essential principle of public health administration is that of frequent 
community surveys to determine health needs, so that programs and services 
can be planned to meet these needs and outmoded programs discarded. A 
corollary to this is the need for frequent reviews of programs within the agency 
to prevent duplication. By avoiding repetition of services and functions, and 
by recognizing the contribution that each profession can make best, profession- 
al relationships within the staff can be strengthened. 

Another opportunity for the development of professional relationships is 
provided at budget-making time. Just as personal relationships are affected 
by the pocketbook, so, frequently, are professional relationships. Open and 
frank discussion of budget needs will provide an insight into the programs 
and aims of each group, and will help to point up the fact that the work of 
each professional group within the agency is closely inter-related. 

In some of the smaller agencies, it has been possible in the in-service staff 
education conferences to devote some time to the program and special interests 
of each professional group. For example, in one rural health department 
having a health officer, four nurses, a sanitarian, a milk inspector and a clerk, 
responsibility for staff conferences for the year was arranged on a rotating 
basis, and everyone, including the public health nursing students from the 
university, participated in them. The program for the year was sketched out 
by the supervising nurse and the health officer, and a tremendous amount of 
work on the part of all went into the planning. It was felt that not only 
could staff relationships be strengthened, but that relationships with the 
schools and with other groups in the community could be developed, if they 
could be invited too. To this end, some of the staff conferences were held in 
different sections of the county, and some school principals, classroom teachers, 
and even the mayor of one little town and a county commissioner were invited. 

The sanitarian took the entire staff of the health department on a field 
trip to the source of the water supply for several of the small towns, and 
explained the procedures that were followed to insure safe water supply for 
these communities. He pointed out the responsibility of the Health De- 
partment, and his specific duties. Later in the year, he planned a program 
in which he explained the methods of sewage disposal that were in use in the 
county. The milk inspector also took the staff on a field trip—this time to 
several dairies to illustrate minimum and maximum standards in care of 
milk—and made suggestions to the other staff members for encouraging the 
development and maintenance of higher standards. 

The nursing staff demonstrated, in dialogue, types of home visits, such 
as a prenatal visit, a visit to a school child, a visit to a tuberculosis patient in 
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the home, and a communicable disease control visit. This took many hours 
of preparation and practice, but the rest of the department gained further 
insight into the nursing program and what that staff was trying to accomplish. 
The demonstration of the home visit to the school child was of particular 
interest to the school personnel. The clerk was given the opportunity to dis- 
cuss what she did with the records that the staff kept, how she took care of 
birth and death certificates, and how she used the International List of Causes 
of Death. 


The health officer was present at all conferences, and assisted in the 
interpretation. At the field trip when the sanitarian demonstrated the 
problem of providing a safe water supply, the health officer explained the 
epidemiological factors, and the medical problems involved in control of 
diseases carried by contaminated water. He led the discussion on the medical 
aspects of the demonstrations of the various home visits made by the nursing 
staff, such as those relating to the tuberculous patient or the prenatal. His 
contribution was to unify the conferences, and, as the administrator, he had 
the opportunity to strengthen relationships not only within his own agency, 
but also with other groups within the community. 


In making it possible for school personnel to attend these staff conferences, 
plans had to be made far in advance. Transportation to another section of 
the county had to be considered, the nurses had to take equipment with them, 
and staff conference hours had to be changed in order to meet a time that was 
convenient for teachers and principals. 


This type of staff education and in-service training has great educational 
values, but the concomitant values that are developed are of even greater 
importance. The pride that is developed within the staff for the work of the 
entire agency, as well as the appreciation and loyalty that comes from an 
understanding of the program of each individual, pays dividends in harmonious 
staff relationships. Furthermore, by bringing these demonstrations to other 
professional groups, such as the schools, relationships between the health de- 
partment and the community are strengthened. 


It has been said that any chain is as strong as its weakest link. The 
director of an agency must depend on his administrative assistant to develop 
good professional relationships within their own groups. The supervisor of 
the nursing staff has many opportunities for establishing and maintaining 
working professional relationships among her own immediate staff. Miss 
Freeman has pointed out that: ‘Recognition of the professional maturity of 
members of the staff is also important. When proficiency has been built up 
to a point where the individual is able to work independently, care should be 
taken not to over-supervise. Too detailed supervision leads the nurse to feel 
that she is not trusted to work alone, which may result in strained relationships. 
The sharing of agency problems with staff members will also emphasize this 
appreciation of their professional capacity.” 


Miss Freeman also goes on to say that the building of a unity of purpose 
within the nursing staff is one of the intangibles of supervision. She believes 
that this may be accomplished in the following ways: 
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Establishing unity of goals. 
Providing opportunities for cooperative action. 

Handling conflicts constructively. 

Promoting social understanding and relationships among the members 
of the staff. 

“If,” writes Miss Freeman, ‘‘the staff is to unite in the accomplishment 
of a group task, it is important that its members appreciate that all are working 
toward the same end—the provision of the best possible service to the 
community”’. (2) 

The change in concept of supervision in public health nursing, and all 
nursing for that matter, has helped to establish new and better relationships 
between staff and supervisors. The very use of the word “consultant” has 
been an encouraging sign. The public health supervisor has learned that 
supervision is a process by which the staff nurse learns to use her own abilities 
more constructively in working with the families under her care, and that 
the supervisor can not put into the staff nurse something that is not already 
there, but, rather, that she, the supervisor, must learn to develop and work 
with the staff nurse’s ability. 

As has been stated earlier, sound personnel policies that are in effect 
throughout the entire agency are basic to building professional relationships. 
Some communities have found it helpful to work out policies that can be 
established in all of the health and welfare agencies in the community. The 
National Organization for Public Health Nursing considers that it is good 

_ practice to have personnel policies in agencies with allied programs conforming 
in so far as is practical. (3) This makes for better inter-agency relationships 
among staff workers, when they are under similar salary scales, similar vacation 
times and similar hours on duty. 

lt should be recognized that personnel policies can not be regarded asa 
magic formula which will solve all difficulties, but rather as a device which will 
enable the administrative and various staff groups to work together effectively. 
The National Organization for Public Health Nursing has listed some general 
principles to be considered in relation to personnel policies, and they are 
important to consider here. 

Policies relating to personnel practice should apply to all groups within 
the agency. For example, professional and non-professional employees should 
be affected by the same regulations regarding time on duty, morning and 
afternoon rest periods, sick leave, and work on Sundays and holidays. 

Personnel policies should always be in writing and easily available to the 
staff, so that when questions arise, they can be settled quickly. It is a good 
plan to review the policies once a year, and if any changes become necessary, 

they should be made in writing and sent to all staff members. 

No matter how carefully personnel policies are set up, they are not going 
to work unless there is a recognized responsibility for making them do so on 
the part of both the staff and the administration. However, this also means 
that there should be a free channel for staff members, so that they can discuss 
the interpretation of a policy with the director of the agency if they are not 
satished with the interpretation given by their immediate supervisor. 


5. 
2. 
3. 
4. 
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When salary scales are definitely set up in personnel policies, and are 
based on the degree of responsibility, previous experience, academic and 
professional preparation and health hazard of the job, better staff relationships 
will be fostered. Articles written on this topic twenty or so years ago bring 
out that this inequality of salary for equal work and responsibility was a great 
factor in staff disharmony, particularly when the inequalities existed between 
men and women on the same staff. Similarly, policies of transportation should 
be equal for.all. 


Job satisfactions for every member of the staff are important in order to 
maintain a contented and efficient staff. When these job satisfactions are 
lacking, there is friction, dissatisfaction and constant staff turnover. Satis- 
factory staff relationships are an important part of job satisfactions; in fact, 
some administrators have discovered that they are more important even than 
salary. Quoting Miss Freeman again, “Interpretation of administrative and 
staff groups to one another may do much to promote desirable relationships. 
The supervisor can interpret to the staff the budgetary and administrative 
problems faced by the executive group, and can keep them (the staff) informed 
about administrative action’”’. (4) 


Just as it is recognized that good supervision will be judged by the results 
that it secures, so will the development of sound professional relationships 
that are established within an agency be judged by the harmony, the pride in 
the organization and the growth and development of a happy, active staff. 


Since public health agencies now include members of several professional 
groups working together as a unit, it has been pretty much the purpose of this 
paper to confine the discussion to the problem of maintaining satisfactory 
professional relationships within the agency. However, members of a public 
health agency do not work in a vacuum; their work is closely correlated with 
the work of other professional groups in the community: private physicians, 
‘principals and teachers in the school, the social workers, the dentists, the 
pharmacists, the hospital personnel as well as the clergy, lawyers and others. 
Miss F. H. M. Emory in her book, ‘“‘Public Health Nursing in Canada’’, has 
an excellent chapter on this phase of the problem. 


There is-one group within the community who, though they are not 
professionally trained in the public health field, are tremendously interested 
in it, and give extensively of their time, interest and money—the boards of 
visiting nurse organizations and advisory committees to official public health 
agencies. These men and women are the interpretive groups, and their interest 
and enthusiasm can be developed through good relationships with the agency 
personnel. Each group within the agency has a responsibility for this. A 
great deal has been said recently about public relations. The public health 
staff should realize that the responsibility for keeping the boards and com- 
mittees interested and informed is the work not only of the administrator but 
of everyone on the staff. The director can meet with these boards and 
committees and present reports, but the individual staff member can help 
them to see the actual needs of families and neighborhood committees. A 
Story with the human interest angle from the daily experience of the staff 
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nurse can help the board or committee member to understand the aims and 
responsibilities of those professionally engaged in public health. 

It should be borne in mind that these boards and committees are two-way 
channels for interpretation; not only can they interpret the public health 
program to the community, but often they are of inestimable value in in- 
terpreting the community to the public health staff. Too frequently that 
point is overlooked. Many times public health agencies have had successful 
education for immunization programs due to the appreciation and assistance 
of these lay groups. Also, due to an understanding of the public health 
program, these lay groups have been able to give it their full support when 
budgets are to be adopted and the finances secured. 

On the other hand, since professional staffs do come and go, the boards 
and committees give permanency to a community program. Often they can 
help the agency staff to understand certain community customs and, in some 
instances, certain community resistance to new health programs until they 
are completely understood. 

In closing, I would like to quote from an article by Miss Effie Taylor who 
wrote, as superintendent of nurses, on this subject many years ago; yet what 
she had to say then is still true today. Miss Taylor believed then that the 
most satisfactory inter-professional relationships prevail ‘‘when repre- 
sentation always accompanies responsibility; when adequate and equal pay 
for equal work is given consideration in every department of the institution; 
when better team work for the care of the patients exists between the various 
associated departments of the hospital without undue emphasis placed on the 
priority or prestige of any group; when common sense, politeness and courtesy 
replace the traditional formality of ceremonial ‘hospital etiquette’; and when 
policies are discussed and established for the general welfare of the institution 
in departmental group conferences’. (5) 

Miss Taylor saw these problems from the hospital point of view years 
ago, yet with very little interpretation they can be applied to the public health 
field today. With the increase in the various professions now concerned with 
the health of the community, greater effort than ever is necessary to under- 
stand each other and to make wise use of the contributions which each group 
have to make. 
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Symposium on Vital Statistics 


1. VITAL STATISTICS—A GUIDE TO PUBLIC HEALTH PROGRAMS 


C. POMERLEAU, M.D., D.P.H. 
Director, County Health Unit 
Levis, Quebec 

Ts their journey from the office of the local registrar to the office of the 
Provincial Division of Demography, the registrations of births, marriages, 
and deaths pass through the offices of the Provincial health units. As you know, 
the Province of Quebec is divided geographically into health units, which have 
the primary day-to-day responsibility for maintaining and improving the health 
of the people. Quebec is the only province in the Dominion in which vital 

statistics registrations stop over in the health unit offices. 

Essentially, this is certainly not for the purpose of checking the accuracy 
of the returns, nor of compiling statistics from them. It is to enable the medical 
officer to study each return separately, to obtain from the returns detailed in- 
formation concerning the health and general living conditions of the population 
under his care, and to guide him towards a better application of the efforts of 
himself and his staff in their public health work. 

According to Dr. Woodward, “the compilation of statistics is becoming 
increasingly important. However, even more attention must be given to their 
analysis, not as mere data, but as scientific facts to be used as the basis for the 
elaboration of public health programs.” To the medical officer, public health 
statistics are of the same importance as the symptoms of illness on which a 
practising physician bases his diagnosis. With the help of statistics, the medical 
officer is able to understand fully the public health problems in his district, and 
to decide which problems are the most urgent and what are the best means of 
carrying out the general purpose of health units, namely, the improvement of 
personal and public health. 

In order to understand better the usefulness of statistics as a guide in the 
preparation of a public health program, we may study briefly the help which they 
give us both from the point of view of the community and of the individual. 


I, THe COMMUNITY 
The medical officer must use all the vital statistics which he receives both 
to educate the public and to draw up a “population balance sheet” of the county 
or district which is served by the health unit. 


Education of the Public 
The radio and, particularly, the press are excellent media in the educational 
work required. Exact statistical data are most valuable in the education of the 
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general public. Almost all newspapers are anxious to publish each month informa- 
tion of local interest, such as the number of births and deaths which occurred in 
the county or district, the average age of those who died, the main causes of 
death—cancer, accidents, infectious diseases, and so on. To arouse wide interest 
and draw the attention of the public, the data must be published in comparative 
form with past years and also used as a basis for estimates for the future; at the 
same time, they must be compared in one city with another, in one county with 
another, and even with the general average of the province. They must be 
published simply, condensed into a few figures. Newspapers are not anxious to 
publish long tables, while the general reader, thirsty for news, finds little 
interest even in the simplest charts. 

For educational purposes, the main point for the medical officer is to 
provide the public with the highlights of what is happening and being done in 
the city or county, usually without their knowledge. In this way, the public gets 
to know the true facts concerning the population. 

Population Balance Sheet 

In order to keep fully up to date concerning the population of the district 
under his care, the medical officer must follow carefully the changes which take 
place, both those which are favourable and those which are unfavourable to its 
healthy growth. For this purpose, he should keep in his office a record or index of 
all births and deaths which occur in each locality in his district. Postings to 
this record will be made from the registration forms as they are received in his . 
office. A few explanatory remarks concerning abortions, premature deaths, and 
stillbirths should be included, and deaths should be classified by principal causes, 
sex, and age. In this way, without time-wasting research, the medical officer has 
immediately available all the important demographic information for each locality 
in his district. He is thus constantly in touch with the facts, which he might 
otherwise not know. At any time, he can establish an up-to-date “balance sheet” 
of the population of his district, showing all the favourable as well as the un- 
favourable aspects of the work which has been or requires to be undertaken. 

Let us take, for example, the case of a death due to a communicable disease. 
The registration of the death warns the medical officer of the outbreak of an 
epidemic in a locality, of which he might otherwise be informed only by notifi- 
cation of the cases sent to him once the danger has spread. The epidemiologic 
investigation which follows the death will reveal the true situation and will enable 
the medical officer to take the necessary steps to prevent an epidemic, with its 
always fatal consequences. 


Il. Tue Inpivipvat 

The study of the general population statistics of his unit provides the 
medical officer with the means of educating the public and of preparing the 
“population balance sheet” of his county or district. However, birth, marriage, 
and death registrations, notifications of communicable diseases, etc., provide in- 
formation of even greater importance for the setting up of an active health pro- 
gram, based upon actual needs as shown by these documents. 
Birth Registrations 
As it passes through the health unit office, the form of the registration of 
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birth serves to locate immediately each child as soon as it is born. Even before 
the birth of the child is officially registered and a birth certificate issued, the 
registration form provides the medical officer with the child’s name-and address. 
This information is entered on a special card, one card for each new-born child, 
which is then given to the visiting public health nurse assigned to the area in 
which the family lives. This assures a prompt visit to the mother and her child. 

The visiting nurse takes advantage of this first visit not only to advise the 
mother concerning her health and that of her child, but also to tell her about the 
child welfare clinics which are held regularly in the municipality, and to urge her 
to attend. On the above-mentioned card are entered every visit by the nurse, 
every visit by the mother to the child clinic, the baby’s health, and the advice 
given to the mother. 

If a check of these cards shows that a certain mother has been continually 
absent from the child welfare clinic, the nurse revisits the home to find out why. 
It may be that the child is regularly examined by the family doctor, or that the 
burden of housework prevents the mother from going to the clinic. Whatever 
the reason, ‘the nurse’s visit is useful because of the literature and practical 
advice which she can give concerning the care of the child, and particularly 
because she can emphasize the importance of protecting the child against com- 
municable diseases, especially diphtheria and whooping cough, by means of 
immunization beginning as early as six months of age. 

All of this work follows logically from the receipt in the local health unit 
office of the registration form of the birth. This is not, however, the only use 
which the medical officer can make of it. Together with all other registrations, 
it serves to establish the general birth rate in his district, for comparison with 
the birth rate of other districts and of the whole province. Should this comparison 
prove unfavourable, the medical officer must look for the cause of the low rate. 
It could lie in the age distribution of the population or in its social composition, 
both of which must be taken into account in analysing the birth rate and natural 
increase of population. But the rates of fertility may themselves be too low. 

The direct influence of the work of the health unit staff in raising or 
maintaining the birth rate is small, but the indirect influence can be important. 
With this in mind, we must advocate such social measures as family allowances, 
which undoubtedly encourage parents to increase the size of their families. We 
must also work to improve the health and vitality of the population by increasing 
the public’s knowledge of hygiene facts in relation to housing, food, living habits, 
etc. In these ways the general health of the population will be improved and 
the birth rate will be correspondingly maintained or raised. 

, Further, the birth rate will be all the higher if through our work the number 
of abortions and stillbirths is kept down. By maintaining a high birth rate, the 
natural increase of the population will likewise be maintained. The natural 
increase of the poptiation is one of the best comparative indexes of its vitality. 
It must be calculated regularly, in order to find out whether our work is being 
successful. By comparing the rate in his district or county with the provincial 
rate, the medical officer can determine whether the vitality of the population is 
favourable or not. If the rate is lower than the average, he can probably find the 
reason in an analysis of the causes of death among infants under one year. This 
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analysis will no doubt show that the main causes which keep down the natural 
increase are premature births, congenital debility and deaths associated with 
difficulties or injuries at birth. The general picture of these causes enables the 
medical officer to improve and strengthen his health program where inadequacies 
are discovered: prenatal and postnatal care to decrease maternal and infant 
mortality ; education by means of lectures and distribution of literature to increase 


the health of each individual ; immunization to reduce the number of cases of and 
deaths from communicable diseases. 





Marriage Registrations 


It is clear that marriages constitute an investment in the future increase of 
the population. The medical officer should know of all marriages which take 
place in his district and are likely to contribute to this increase. The registrations 
of marriage provide him with detailed information concerning all newly-wed 
couples in each locality. This information opens a wide field of action in the 
prenatal sphere. 

Having obtained the name and address of the new bride, the visiting public 
health nurse will call on her during the first weeks of marriage. Her purpose is 
not to inquire prematurely whether she is pregnant or not, but simply to introduce 
herself as the visiting nurse of the district, to invite the new bride to lectures and 
practical demonstrations on problems of hygiene, to offer her her services when- 
ever needed and to leave with her a few booklets, in which she can insert dis- 
creetly a number of leaflets giving information on mother and child care. The 
nurse will not have to repeat her visits very often in order to gain the confidence 
and sympathy of the young bride, who will inform her very early and of her 
own accord of her first pregnancy, requesting that she follow the case closely 
and in accordance, of course, with the directions of the family doctor. 

Again, as in the case of births, this prenatal work follows logically from the 
receipt of the marriage registration form at the health unit office and, it is to be 
noted, despite the fact that these registrations have not yet been given the full 
importance they deserve in the planning of a public health program. The marriage 
registration forms are at present our only means of carrying out a program 
of prenatal care. 


Death Registrations 


Before attempting to reduce morbidity in a district, it is essential first of all 
to know exactly the rate of mortality. The accuracy of this important information 
derives from the registrations of death which pass through the health unit office. 
In the light of the data made available by these registrations, such as cause of 
death, place, age, sex, etc., we can determine the place and cause of all pre- 
ventable deaths which contribute so heavily to a high general or infant mortality 
rate. With this information, the medical officer is able to direct his program in 
such a way as to prevent unnecessary diseases, and thus directly reduce the 
number of deaths. 


General Death Rate 


The general death rate in a district serves as an index of the health and 
resistance of the population. It is essential that the medical officer calculate this 
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rate and compare it with that of the whole province, and thus determine whether 
it is high or low, whether it is higher in the urban or in the rural areas, and in 
which age group it is the highest. These comparisons will show the weak points 
in the public health program, the points which require more attention and greater 
effort. These weak points can be determined from the death registration forms 
which give the cause of death. These causes, although varied, nonetheless often 
have certain aspects in common, and on these our work will have its greatest 
influence. 

In the study of the “population balance sheet” mentioned above, we find, 
for example, that in certain areas of the health unit the death rate due to certain 
diseases is above the general average. Examination of the death registration 
forms shows that the excessive rate is due, let us say, to industrial disease. It is 
clear, then, that we are dealing with an industrial area, and must develop 
industrial hygiene more fully, by drawing the attention of the management and 
of the workers to the existing situation. Then, through education and persuasion, 
necessary health measures are recommended to improve working conditions; 
these in turn will reduce the number of cases of industrial disease and the number 
of deaths. 

The same applies to communicable diseases. Should the number of deaths 
caused by typhoid or enteric diseases be higher in some districts than in others, it is 
essential to take-all possible preventive measures through education, immunization, 
improvement of general sanitary conditions and in particular of public and private 
water and sewerage systems, as well as by advocating means of improving milk 
production, and so on. All these measures follow logically from the information 
gathered from the study of the causes of death as given on the registration forms. 
The work accomplished in this field naturally contributes to lowering the general 
death rate. 


Infant Mortality 


The excessively high toll paid by our population as the result of infant 
mortality is one of the main reasons why health units are required. Infant 
mortality must be brought down, and in order to do so, it is necessary to have 
an accurate and scientific knowledge of its causes as given on the death registra- 
tion forms: premature birth, congenital debility, communicable diseases and 
respiratory causes are the most frequent. Intensive work has been done in the 
Province since the establishment of health units in 1926. To date, very en- 
couraging results have been achieved. The infant mortality rate of the Province 
fell from 132 per 1,000 live births in 1926-28 to 55 per 1,000 in 1946. Neverthe- 
less, the study of the causes of death shows that still further work is needed in 
mother and child care. This includes especially prenatal and postnatal visits, 
classes and practical demonstrations, distribution of literature, baby clinics, and 
immunization against diphtheria, whooping cough, etc. There can be no respite. 
The causes of death recorded in the registration forms make it absolutely clear 
that too many babies are still premature or weakly, and die within a few hours 
or even a few days after birth. 

We must not attribute the high infant mortality rate to the “old wives’ tale” 
that a population with a high birth rate must also of necessity have a high infant 
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mortality rate. Vital statistics prove that, in our. Province, the birth rate has 
steadily increased over the past ten. years, while the infant mortality rate has 
steadily declined. In earlier years, the infant mortality was declining much faster 
than was the birth rate. Here are the figures: 


1926-28 1935-37 1946 
Birth rate (per 1,000 population) _ 31.1 24.3 30.5 


Infant mortality rate (per 1,000 live births) ") ae 91.7 55.2 


From 1926-28 to 1935-37, the birth rate fell by 22 per cent, while the infant 
mortality rate fell by 30 per cent—a big difference! From 1935-37 to 1946, the 
birth rate has increased 26 per cent, while the infant mortality has fallen by 40 
per cent. At the present time, our birth rate is at about the same level as it was 
20 years ago. On the other hand, our infant mortality rate is nearly 60 per cent 
lower. 

Let us repeat: it is, of course, useless for a population to have many children 
if it cannot keep them alive. From this it follows that persistent and concerted 
effart to reduce the infant mortality rate is necessary, through the application 
of the measures mentioned above. The study of the infant death registrations 
shows us the weak points in our work which must be strengthened. 


CONCLUSION 


I hope that the above will make clear, both here in our Province and 
throughout the whole of Canada, that the use and value of the registration of 
vital events must not be limited to statistical reports and analyses supplied to us 
in imposing and bulky volumes. In my opinion, such analyses are but one of the 
purposes of the collection of the vital statistics. As I have tried to show, there is 
another very important use for these registrations, namely, guidance in the 
preparation of public health programs. 

The directors of our Provincial Department of Health have recognized 
this and, as I stated at the beginning of this paper, the collection of vital statistics 
data is decentralized as a result of the stop-over of the registration forms in the 
health unit offices. That is where they are of the greatest importance and where 
their value is exploited to the full. Our purpose is to use the information con- 
tained in these registrations in order that the medical officer in each health unit 
may improve and stimulate the health and vitality of the population in his district. 


2. THE USE OF VITAL STATISTICS IN HEALTH UNITS— 
A PROVINCIAL VIEW 
W. C. N. REED 
Director of Vital Statistics 
Department of Public Health of Saskatchewan 
Regina 

i enn paper has been prepared in collaboration with Dr. L. M. Davey, Medical 
Officer of Health, Region No. 1, Swift Current, Saskatchewan. The first 
section presents the viewpoint of the medical health officer in the field, and the 


second attempts to suggest a possible means of making the required information 
available. 
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The use which the medical health officer would like to make of information 
gathered in the course of vital statistics registration is neither new nor contro- 
versial. It is rather on the question of the availability of this information that the 
importance of this paper depends, and the fact that this subject has been chosen 
for discussion by the Canadian Public Health Association raises the hope of 
medical health officers across Canada that before too long some constructive 
action may result. In order that the importance of this subject may be made 


clear, the following summary of how it affects medical health practice is pre- 
sented. 


I, 


Vital statistics, by definition, can be divided quite naturally into births, 
deaths, and marriages. Of these, early information concerning the first two is, 
at present, of value to the health officer. It may be that in the future we shall 
find more time to educate our newly weds on how to make a success of marriage 
and on other allied subjects which are undoubtedly in the health education field, 
for none will deny the importance of the contribution to ill-health of an unhappy 
home and an unsuccessful marriage. However, until we are ready to branch 
into this field, information concerning marriage is not essential to the usually 
recognized program of public health. 

First, then, let us consider. the use of information regarding births. It 
adequate information is received at the time of the birth of the child, a record 
may be set up in such a way that as each occasion for special preventive measures, 
such as immunization and pre-school examination, arrives for the child, his card 
will be brought forward and the parents notified accordingly. A successful 
infant welfare program should begin on the day the baby arrives home from tle 
hospital. The Jack of information and training with which the so-called educated 
young women of today so often approach marriage and motherhood has provided 
many amusing stories, but it also has its tragic aspects. Our infant death rate 
is still far too high, and it is well-known that the first three causes of death among 
infants under one year—prematurity, respiratory infections and diarrhoea, 
enteritis and dysentery—are all at least in part preventable. Among the means 
of prevention is the education of mothers. 

By receiving early notification of births, the public health nurse visits the 
home soon after the mother’s return from the hospital and, if necessary, can be 
of great help to her in putting into practice the many instructions given by the 
doctor concerning the care of the child. She may also fill in a few of the smaller 
details which are sometimes neglected in these instructions. Because of this early 
contact and interest, at a time when it is most needed and appreciated by the new 
mother, the nurse and the service which she represents usually remain as a 
counsellor on health matters to that home. As the child grows up, his health 
requirements, including in particular immunization and medical or dental care, 
are met on time instead of being neglected. The true value of this service can 
only in part be estimated by a decreasing infant death rate. Probably its mast 
marked effect will be seen in less sickness in the infant and the pre-school child 
and the development of a more healthy and vigorous child population. 

The use of information on death certificates by the medical health officer 
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may be recorded in two parts: first, as something which is done immediately on 
receipt of the certificate and, second, as something -which constitutes part of 
his long-range program. 

Occasionally, a death certificate may be very important in communicable 
disease control. This is especially true in the light of the poor communicable 
disease reporting which is still all too common. Thus, it may well be that a death 
certificate is the first indication which the medical health officer receives of the 
presence of the disease, and this is important in indicating the need for any 
special control measures which may be available and which should be taken. 
Examples of this are the information of a death occurring as a result of puerperal 
fever in a maternity hospital, or a death from typhoid fever in a rural community. 
There are times when one of the contributing causes of death may be important 
from a public health standpoint; occasionally a certificate may list malnutrition 
as a contributing cause in the death of a small child. It is true that very often 
these cases are ultimately social welfare problems, but primarily they are of 
interest to the health department and should be investigated as such. Apart from 
the cause of death, other information on death certificates may be of value, such 
as the date of death as compared to the date the patient was first seen by the 
physician. This also borders on the field of social welfare, but the education of 
the population generally on the need to seek medical advice early and on the 
availability of medical care cannot be ignored by the health department. 

Over a period of time, comparisons of death rates from various causes and 
in various groups will be of value to the medical health officer in planning his 
overall program. A high infant death rate certainly is an indication of the need 
for a more concentrated program in the prenatal and infant welfare field. A high 
maternal death rate also indicates the need for greater prenatal care. 

This brief outline shows that early and accurate information concerning 
births and deaths in each health unit is an important and necessary factor in 
the development by the medical health officer of a well-planned and effective 
program. This information could best be obtained from vital statistics registra- 
tions, provided these were available promptly. 


II. 


In most cases, the information either is not available at an early enough 
date to be of any use or may not be available to the medical health officer at all. 

Where, then, is this information? The answer in most cases, I believe, is: 
on file in the Provincial vital statistics office, or in the division registrar’s office 
in which the event was registered. 

It seems to me that we, as directors of vital statistics and in possession of 
this valuable source of information, must find a method of getting the information 
to our health units as early and as fully as possible. I have given a great deal 
of thought to this question over the past year or so, but we have not yet, in 
Saskatchewan, found a method which, to my mind, satisfactorily serves the 
purpose. At present, all physicians’ notices of birth and death are channelled by 
our division registrars to the offices of the unit in which the registration division 
concerned is located. This arrangement has been in effect for over a year, and 
the results being obtained are such that we are convinced some other solution 





July 1948 SYMPOSIUM ON VITAL STATISTICS 277 


must be found. The information provided by the physicians’ notices is not 
sufficient ; nor are all births and deaths, let alone marriages, covered. 

Several other methods have been considered. The best one so far, in my 
opinion, appears to be that which centres on the provision of regional or unit 
registrars for each health unit, through whom all original registrations of births, 
deaths, marriages, and stillbirths are channelled, in order that copies may be made 
before the originals are transmitted to the Provincial vital statistics office. The 
copies made would be retained on file in the health unit office and it would, 
perhaps, be part of the regional registrar’s duties to provide from these copies 
such additional general information and statistics as the health unit authorities 
might require. Copies of events involving non-residents of the region or unit 
should also be transmitted to the office of the region or unit in which the person 
resides. 

It is realized that, in the method or procedure outlined above, a very contro- 
versial issue is involved. Heretofore, information contained on original registra- 
tions of vital events has always been treated as confidential, and great care has 
been exercised to see that this information does not get into unauthorized hands. 
One of the bases of our efficient registration system, and of obtaining complete 
and true information on our forms, has always been that the persons concerned 
had the assurance that the information would be kept confidential and that, in 
particular, it would not be made available to others who would use it for private, 
personal, or improper purposes. On the other hand, if this information is im- 
portant to a health program—and it is—it is high time that a thorough discussion 
took place on this subject to determine whether the information should be made 
available and, if so, how this could most efficiently be done. 

We in Saskatchewan do not believe, of course, that information from registra- 
tions should be provided to all health agencies that may request it, regard- 
less of the use which they might make of it. But we do suggest that the informa- 
tion could be made available to deserving agencies, such as our own health units. 

The problem requires discussion. On the one hand, we do not wish to do 
anything which would impair our registration system—a nation-wide system 
based on Dominion-Provincial cooperation—and which would be contrary to the 
opinion of the other registrars of vital statistics in Canada. On the other hand, 
this registration system cannot be static. It must grow and adapt itself to 
meet new and pressing needs, and health and welfare of our population above 
all. It has done so in the past, and particularly in the past few years has made 
great strides. We are confident that it can do so in the future. 


3. VITAL STATISTICS AT THE CITY LEVEL 
ANT. B. VALOIS, M.D., M.P.H. 
Demographer and Superintendent 
Division of Vital Statistics 
Department of Health 
Montreal, Quebec 

PrRoM an administrative point of view, the city, whether large or small, is 
also set at the local level in the chain of operations which brings vital statistics 
to the provincial and federal offices. In contrast with the health unit, which 
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usually deals with a large rural population (and implicitly with the drawbacks 
which such a population entails), the city enjoys the advantages (and the evils) 
which are due to a more complex structure of the population. 

The vital statistician of a city, whether he be associated with the department 
of health or with some other state or provincial department, endeavours to 
achieve one main objective: to keep a proper balance between registration and 
statistical interests. Linked to a state or a provincial department, he is apt to 
stress registration interests and neglect the importance of vital statistics. On the 
other hand, when he is attached to the health department, he has a tendency 
to do just the opposite by emphasizing the statistical aspect of his functions to 
the prejudice of registration needs. 

Both interests, however, can be developed into an harmonious and balanced 
pattern by skilful planning and leadership. To this end, the vital statistician 
or demographer in large cities may divide his office into two sections of equal 
importance: the Bureau of Vital Records, in which are placed the registration 
functions, and the Bureau of Biostatistics, in which are placed the demographic 
functions. 

The Bureau of Vital Records will be responsible for registering births, 
marriages, deaths and stillbirths, and for indexing, filing and editing these 
records. The Bureau of Biostatistics will be responsible for the statistical pro- 
cessing of these records, along with other records collected by the department 
of health and population data supplied by other agencies. Reporting methods, 
form design, coding, tabulation and editing may be carefully planned in advance 
by the two bureaux in cooperation. It is possible to plan the reports in such a 
manner that the data collected by various divisions can be readily related. 
Furthermore, if all reports are compiled by census tracts or social areas, com- 
parisons can be made for small urban areas. 

Thus the registrar of a city, through the Bureau of Vital Records, may give 
personally important services to the individual and to private and public agencies, 
establishing the facts of birth, marriage, death, citizenship, family relationship, 
the right to benefits of all kinds, etc. 

On the other hand, the statistician, in collecting vital statistics, may render 
valuable services not only to the provincial and federal departments as their 
subordinate in the field, but also to other divisions of the health department and 
to numerous private and public organizations within the city. 

These services may include: births, daily, to the child hygiene divisions; 
monthly lists of children, six months old, for vaccination purposes to the same 
divisions ; deaths, daily, from communicable diseases, to the division of epidemi- 
ology; deaths from venereal diseases, daily, to the venereal disease division; 
maternal deaths and their related births, monthly, to the section of prenatal 
hygiene; all deaths of aliens to their respective consuls; all deaths, daily, to the 
tuberculosis section, to the welfare department, and to the accessor’s bureau; 
all cancer deaths, periodically, to certain hospitals, and deaths of physicians to 
the Canadian Medical Association. Though these services by the city are 
probably the most extensive in the field of vital statistics, other services may 
include: population figures and estimates to the city planning department, com- 
mercial and industrial concerns; graphs, and spot maps of current mortality to 
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university schools and faculties and, finally, lectures and regular courses to 
medical, dental, public health, nursing, and social welfare students. 

Without attempting to expand its original mandate for processing vital 
statistics beyond its own functions, the Bureau of Biostatistics may provide 
consulting services in planning surveys and may also serve as a training centre 
for the personnel of similar divisions of the smaller communities within the 
metropolitan area. 

The City of Baltimore is probably one of the most outstanding instances of 
this set-up. Baltimore is fortunate in having in Dr. Thurber Fales a vital 
statistician who has happily maintained an even keel between vital statistics and 
vital registration. We may also add New York, Chicago, Cleveland, Boston, 
Minneapolis, Seattle, and Rochester, N.Y. Other cities working towards the 
same goal are Vancouver, Winnipeg, Montreal, Quebec, etc.—and I am probably 
forgetting some of the best. 

At the city level, a progressive vital statistics division may strive towards 
other important objectives such as greater completeness, greater accuracy, greater 
availability, greater timeliness, and more detailed analysis. 

In cities, completeness of the registration of births depends upon the co- 
operation of the local registrars, the medical profession, the clerical staffs of 
hospitals, maternity institutions, and the enlightenment of the public in general. 
Skilful coordination of these efforts will enable the vital statistician to check 
and reconcile the registered births against notices of births, stillbirths, infant 
deaths, and other public records. 

One hundred per cent completeness will never be reached in cities, due to 
the greater migration of so many people who wish to lose their identity in urban 
communities, as is often the case in illegitimate births. However, social welfare 
agencies are doing a great deal to improve this condition. Completeness of death 
registration is generally considered to be satisfactory in cities due to the rigours 
of the law with delinquents, quite apart from the efforts of the vital statistician. 

Thanks to smaller areas, greater facilities for communication, and person- 
to-person contact with the informant, the vital statistician of the city is able 
to check his birth records quite thoroughly. Thanks also to better diagnostic 
facilities, specialized consultants, pathologists, and coroners, the medical pro- 
fession in general establishes more accurately the cause of death in cities. How- 
ever, there will still be room for improvement as long as an autopsy record is not 
linked with the cause of death on every death certificate. 

As you all know, availability, our next objective, means that the vital 
statistician has his figures and records at the tip of his fingers and in the form 
best suited for use by the consumer. The attainment of this goal in a city will 
result from the organization of an up-to-date system of recording, enabling the 
Vital statistician to locate his records rapidly and give prompt service to the 
public, as for instance, photostatic certified copies, tables, charts, spot maps, 
graphs, etc. A progressive vital statistician of the city will also reduce manual 
labour to the minimum by the expert use of mechanical equipment such as micro- 
film and the punch-card system. 

Timeliness is another objective that can be solved at the city level. In the 
past, vital statistics reports were often historical documents. Because of this, 
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most of their actual value was lost to the consumer. In recent years, however, 
several cities (New York, Baltimore, Montreal and, no doubt, others) have been 
able to publish a preliminary annual report not later than a week following the 
end of the year, by the use of cumulative master-tables and advanced planning, 
Naturally, the figures published are based upon allocating births, deaths, and 
stillbirths to place of residence within the metropolitan area of the city only and 
not to the country as a whole. We may expect, however, as more and more 
private and public concerns use our records to clear the facts of birth and death 
within their files, to receive increasing demands for greater timeliness. With 
the improvement of measures (where they are needed) to hasten the registra- 
tion and the collection of vital records, every city, with the help of microfilm, 
should be able to publish early reports, to the entire satisfaction of the consumer. 


The final goal of the vital statistician of the city is, in my opinion, a more 
detailed analysis of the registered records and their by-product: vital statistics. 
It is practically useless to file and accumulate records and statistics year after 
year if the urban community does not reap full benefits from their use. If we 
agree that more accurate and timely vital statistics are available at the city level, 
why should we not spend more time analysing them in detail? The vital statisti- 
cian should be able to comment on weekly, monthly and annual public health 
reports, which will also be useful for teaching and other lay interests. For special 
studies, professional assistance may be obtained from outside or the vital 
statistician may seek the cooperation of experts from universities in the vicinity. 


At this point, we may pause for a moment and ask ourselves: what is vital 
statistics? One of the best definitions I have heard was quoted by Dr. Halbert L. 
Dunn, Chief of the National Office of Vital Statistics, United States Public 
Health Service : “Vital statistics is the exploitation of vital records for statistical 
purposes.” Now if a city wishes to exploit vital records for all they are worth, 
there are, in my opinion, certain basic requirements that must be added to the 
objectives already mentioned ; namely, the integration between morbidity statistics 
and mortality statistics; the establishment of social areas not only in the city 
but within the metropolitan area; and, finally, correlation of vital statistics with 
social and economic data collected by other agencies. 


The integration between morbidity and mortality statistics in cities will be 
possible, I expect, as soon as the new morbidity code is adopted on an inter- 
national scale. Then, we shall have to provide some practical means for collecting 
statistics on morbidity. 


As to the second requirement, we all admit, I belive, that the establishment 
of social areas will lead us to accurate knowledge of the geographical distribution 
of certain population groups and of their various morbidity and mortality rates, 
essential to a public health program. For instance, child health clinics should 
be located near the homes of the babies requiring such service. Nursing services 
should be concentrated in spots where cases are given the least care. Venereal 
and tuberculosis clinics should be located where such cases are prevalent. Today, 
the health officer should know the characteristics of the “problem areas” of his 
city in order that his public health education program may reach the right people. 
He should know also whether he will promote a slum-clearance program, change 
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old-world traditions, and how he can help low-income groups fight ignorance, 
plain indifference, or even resentment. 

The third requirement is closely linked to the second. The need for corre- 
lating vital statistics with social and economic data is brought home to us who 
are especially concerned with public health, when we recall the brand-new defini- 
tion of health launched by the World Health Organization last June, which reads 
as follows: “Health is a state of complete physical, mental and social well-being 
and not only the absence of disease and disability.” In order to apply this defini- 
tion, it is our job to help gather some of the facts. One of the practical means 
is for all social agencies dealing with public welfare, medical care, education, 
etc., to compile their data by small areas for comparative purposes along with us. 
The promotion of this objective throughout the city will bring to light factors, 
suspected or unknown in the past, which will help to solve many of the problems 
which have puzzled public health officials to this day. 

In conclusion, we may say that the importance of vital statistics will grow 
steadily within the urban community and even radiate into the metropolitan area, 
as long as it reaches one by one the objectives just mentioned. However, many 
of the smaller cities do not need such an elaborate set-up; their structure is 
simpler and their populations more homogeneous. If funds and personnel permit, 
the vital statistician of a city should be ready to meet any possibility the future 
may have in store for him and become an asset instead of a weak link to vital 
statistics at the provincial and federal levels. 
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PROGRESS IN INTERNATIONAL PUBLIC HEALTH 





HE first World Health Assembly, following two years of planning and pre- 

paration on the part of the Interim Commission of the World Health 
Organization, was convened in Geneva on June 24th. The first steps towards 
this was the holding of the International Health Conference in New York City 
in June 1946—the first conference to be called by the United Nations. At this 
conference, important decisions were made, including the transfer of the func- 
tions of the Health Organization of the League of Nations, the agreement 
regarding the Pan American Sanitary Organization, and the absorption of the 
Office International d’ Hygiene Publique and the Health Division of UNRRA. 
The greater part of the conference was devoted to the drafting and approving 
of the Constitution of the World Health Organization, which was signed by 
the sixty-one nations represented. 

Before the Constitution of the World Health Organization could enter 
into force, however, it required to be ratified by at least twenty-six member 
states of the United Nations. An Interim Commission was appointed and it 
has been concerned with the preparatory work for the World Health Assembly. 
Five sessions have been held by the Interim Commission and much has been 
accomplished. The assimilation of the earlier international health organiza- 
tions has been completed, including the transfer of the continuing responsi- 
bilities of UNRRA. 

In administering the International Sanitary Conventions, the Commission 
appointed an Expert Committee on Quarantine, and later a panel of experts 
was appointed to advise on yellow fever. An Expert Committee on International 
Epidemic Control was also set up to study the international revision of sani- 
tary legislation. The Commission decided to resume and extend the work of 
the Committee on Biological Standardization and adopted new international 
standards for penicillin, heparin, and vitamin E, and made studies and recom- 
mendations on a wide variety of essential therapeutic, diagnostic, and pro- 
phylactic agents. Medical aspects of the control of narcotics and other habit- 
forming drugs are the responsibility of an Expert Committee on Habit-forming 
Drugs. 
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The Commission was confronted with the task of initiating a direct attack 
on malaria, tuberculosis, and the venereal diseases, because of their paramount 
importance. The Expert Committee on Malaria was asked to advise on a 
general plan for the world control of that disease as well as on such specific 
problems as the use of insecticides and chemotherapeutic drugs. Recognizing 
the great importance of maternal and child health, assistance and services 
were given to the United Nations International Children’s Emergency Fund, 
as this body was in a position to take immediate action. Included in this pro- 
gram was a campaign of mass inoculation with B.C.G. vaccine. In the out- 
break of cholera in Egypt in 1947 the Commission undertook the ordering of 
bulk cholera vaccine and other supplies and gave other valuable assistance. 

The Commission also undertook the work of preparing for the decennial 
revision of the International Lists of Diseases and Causes of Death. This work 
was carried forward by an international committee on which Canada was 
represented by Dr. John Wyllie, Professor of Preventive Medicine, Queen’s 
University; and Mr. J. T. Marshall, Assistant Dominion Statistician and Act- 
ing Director of the Social Welfare Statistics Division, Dominion Bureau of 
Statistics. Mr. Marshall has served as one of the two secretaries of the Com- 
mission’s Expert Committee for the Preparation of the Sixth Decennial Re- 
vision of the International Lists of Diseases and Causes of Death, and is a 
member of the Index Sub-Committee. Miss Winifred O’Brien, Supervisor of 
the Nosology Section, Vital Statistics Branch, Dominion Bureau of Statistics, 
is the second Canadian member of the Index Sub-Committee. The international 
committee has worked in close cooperation with experts in the United King- 
dom, the United States, and Canada, and has held three sessions—one in 
Ottawa and two in Geneva. 

After months of uncertainty, the World Health Assembly has now been 
convened. There was much anxiety concerning the ratification of the Consti- 
tution of the World Health Organization by the United States, and it was not 
until the closing hours of the last session of Congress that approval was given. 
Outstanding leaders in state and civil life had given invaluable assistance in 
the movement to establish a World Health Organization and it was unfortunate 
that misunderstandings and political considerations delayed approval until 
the last minute. France also gave approval shortly before the Assembly was 
convened. Thirty-two United Nations member states and eight non-members 
have now formally ratified the Constitution of the World Health Organization. 
It will be recalled that Canada was one of the first countries to do so. 

As in the experience of the League of Nations, public health has proved to 
be one of the fields in which international cooperation is at once possible and 
international planning can be implemented. Within a period of two years, the 
World Health Organization has been established and has taken its place as 
one of the most important of the specialized agencies of the United Nations 
Economic and Social Council. In a world torn with fears, it is a source of 
great encouragement that so much towards the advancement of health has 


been accomplished by public health workers in sixty-two member states of the 
United Nations. 
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DR. J. T. PHAIR, PRESIDENT-ELECT 


eg opeen who were privileged to attend the annual meeting held recently 

in Vancouver learned, from the reports presented to the Executive 
Council, of the rapid extension of the Association’s activities and of the extent 
of its responsibilities throughout Canada. Only those who have served on 
committees in recent years can appreciate the growth of the Association's 
work. Two years ago Dr. J. H. Baillie was appointed Executive Director, to 
give full-time leadership. To permit Dr. Baillie to become fully acquainted 
with the work of the Association, Dr. J. T. Phair, as Honorary Secretary, has 
continued to give his counsel and advice. Dr. Phair had, for a number of years, 
urged that a full-time secretary be appointed and that he be permitted to 
retire from his honorary office. During the war years it was not possible to 
make such an appointment, and the Association is deeply indebted to Dr. 
Phair for his willingness to serve. 

Few members of any association have given so much as has Dr. Phair. 
Assuming his duties at the annual meeting held in Saint John, N.B., in 1922, 
Dr. Phair has continued to serve as Honorary Secretary, being relieved this 
year by the Association in response to his most insistent request. It is pleasing 
that he has consented to accept the nomination of President-Elect. Such a 
record of service speaks of his untiring interest and of his faith in the work of 
the Association. It is gratifying that his faith is being justified by the accom- 
plishments of the Association and by the extent of the service which is being 
rendered to the cause of public health by the Association. 


Letter from Great Britain 
FRASER BROCKINGTON 


M.R.C.S., Eng.; L.R.C.P., Lond.; 


D.P.H.; B. Chir., M.D., Camb.; 


M.A., Camb.; Barrister-at-Law 
County Medical Officer 
Public Health Department, West Riding of Yorkshire 
Wakefield, Yorkshire, England 


IKE the oysters in Alice in Wonder- 

land, thick and fast they come. 
The National Insurance Act, the 
National Insurance Industrial Injur- 
ies Act, the Family Allowances Act, 
the National Insurance Act and the 
Children Bill have followed close upon 
the heels of the Education Act and 
the National Health Service Act. Are 
we to weep with the Walrus or rejoice 
with the Carpenter? Let us consider 
the National Assistance Bill and the 
Children Bill, both of which must 
contribute to social medicine. 


The National Assistance Bill 

To understand the purpose of the 
National Assistance Bill we must 
delve into the English Poor Law, 
which it is designed to supersede. 
Early legislation for the succour of 
the aged, blind, and handicapped 
persons generally, dating back to 1388, 
including the Elizabethan Statute of 
1601, placed the responsibility for 
relief upon the parish; with industrial 
expansion and following the report 
of a Royal Commission in 1834, in- 
spired by the ideas of two early 
sociologists Chadwick and Jeremy 
Bentham, the country was divided 
for poor law purposes into unions 
under the central direction of a Board 
of Poor Law Commissioners; this was 
superseded in 1871 by the Local 
Government Board, with its President 
in the Privy Council, which became 
the Ministry of Health in 1919. In 
1929 a Local Government Act placed 
the responsibility upon the county 
and county borough councils, when 
the name was changed from Poor Law 
to Public Assistance. 


Thus the Poor Law, which from the 
time of 1834 must be regarded as part 
of public health legislation, remained 
for a century under central direction, 
while other statutes to safeguard 
health were in the hands of the local 
authorities, municipal corporations 
(created in 1835), urban and rural 
districts (created in 1872), and county 
and county borough councils (created 
in 1888). The reason for the central 
control of poor law was fundamentally 
to ensure that it retained its deterrent 
character as a destitution service, for 
the nation was not yet ready for the 
wider and more humane outlook of 
social medicine. The transfer to local 
government in 1929 was a momentous 
step. Sir George Newman, one of the 
most eminent Chief Medical Officers, 
whose death is announced as | write 
(26.5.48), said of this event in 
‘Building the Health of a Nation’ 
published in 1939: 

“Curative and preventive medicine were 
here joined together, as never before, in the 
public welfare. It was in fact a Reform Bill 
in local government. The old disputes be- 
tween municipal and voluntary hospitals, and 
between official and non-official practice, lost 
their raison d’étre and their validity. For 
the grounds of their, hitherto, legitimate 
differences were made capable of removal, not 
in theory only but in actual administrative 
means, central and local. It imposed a 
practical test of ‘efficiency’ on the public 
health services. A basis of co-operation 
between local authority and the medical 
profession was provided, even as a new 
opportunity of curative and preventive medi- 
cine joining hands as complementary and 
supplementary aspects of one purpose, was 
supplied in acceptable form. Ten years’ 


285 





286 


confirmation of these facts are now available 
in every part of the country.” 
Unfortunately the 1929 Act which 
Sir George Newman extolled did not 
insist upon the transfer to health de- 
partments of all health and welfare 
aspects of Poor Law; new public as- 
sistance departments undertook this 
work, excepting where institutions 
were legally ‘appropriated’ or ‘de- 
clared’ to be a health responsibility. 
Legal transfer tothe health department 
was slow; yet even when institutions 
remained, as usually happened, under 
the public assistance officer, local 
authorities set about reform in care of 
the chronic sick and aged; many of 
the old poor law institutions were 
gradually adapted into full general 
hospitals and a few new hospitals were 
built. The West Riding County 


Council ‘appropriated’ their first two 
hospitals in 1937 and a third in 1941, 
and by 1945 when the Government 
conducted a regional hospital survey 
the surveyors had little good to say 
of any of them; of the Wakefield 
County Hospital they said ‘‘ generally 


speaking it is an old-fashioned build- 
ing that requires entire moderni- 
sation’. This is roughly the picture 
for the whole country; some parts, 
such as London and Middlesex, being 
more advanced than others. Hospi- 
tals are not created in a day. 

The war came and went and with 
it much of the nation’s faith in local 
government: Mr. Beveridge wrote his 
famous report and in so doing created 
a nation-wide demand for a national 
health service. And so ends, on July 
5th next, this brief period of union 
between preventive and curative medi- 
cine. What would Sir George Newman 
have written today? Hospitals and 
institutions for the sick pass to the 
State; assistance to the deserving 
poor, re-named ‘ National Assistance’, 
will again be centralised (in the hands 
of the National Assistance Board). 
The wheel has come full circle. Is this 
oscillation between central and local 
government meaningless vacillation, 
or evidence of the perverseness of our 
legislators, or an expression of the 
general mistrust of government in a 
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nation striving after liberty in all its 
forms? To an officer who has spent 
his professional life in local govern- 
ment service, and who believes that 
control of local services by locally 
elected bodies is the most humane and 
successful form of government yet 
evolved, the increasing tendency to 
central control seems a lapse from 
grace. Control by Whitehall means 
control by the Treasury. The cushion- 
ing effect of the local rate* is lacking 
and the full force of a State economy 
can be an effective brake upon rising 
standards in social services. As was 
said at the time of the passing of the 
Public Health Act one hundred years 
ago, ‘“‘one begins by centralising 
functions and ends by centralising 
discontent”’. 

Is this the final ‘break-up’ of the 
poor law? Everyone is now covered 
by national insurance, everyone may 
receive free medical care at home or 
in hospital. Thus two main distinc- 
tions between individuals, want and 
medical care, which together in the 
past gave rise to a poor law section of 
the population, cease. This is a great 
change for the better and would 
gladden the hearts of many reformers 
of bygone years who stood against the 
poor law attitude. Yet some poor 
persons there must still be who are in 
need of more money than national 
insurance will give them and there 
will also be the aged and handicapped 
whom no Act of Parliament can a- 
bolish. Though clearly reduced in 
extent, a section of the population 
needing further relief must remain 
and change in name will not prevent 
the stigma of poor law being attached 
to such forms of relief unless there is 
also a change of method; a change 
from that of relieving destitution to 
the succour of preventive medicine. 
Any extra money, beyond the in- 
surance to which all will be entitled, 
must come now from the local offices 
of the National Assistance Board and 
it is doubtful whether the unfortu- 


*Moneys raised by local authorities 
from taxation on property; services run by 
local authorities are financed by the local rate 
with varying grants from State funds. 
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nates who must apply to these offices 
will feel very different from those 
applying to the relieving officer of the 
public assistance committee or to the 
boards of guardians of the old unions. 
It is difficult to dissociate money pay- 
ments from welfare. Some welfare 
functions will remain with the county 
and county borough councils, namely 
“the provision of residential ac- 
commodation for the aged and services 
for the welfare of the blind and deaf 
and those substantially or permanent- 
ly incapacitated by illness, injury, 
congenital deformity or such other 
disabilities as may be prescribed by 
the Minister’. This is a form of 
social medicine; until it is adminis- 
tered through the public health 
department the poor law will not be 
finally abolished. Beatrice Webb 
understood this fact; her ashes now 
lie in Westminster Abbey with those 
of her husband Sidney, who inspired 
her, and near to those of an earlier 
sociologist, Charles Dickens. She 
was a signatory of the Minority 
Report of the Poor Law Commission 
(1905-09), which stated her belief in 
outspoken language. Of the aged it 
said: 

“What these cases require is an authority 
which by its daily operations will auto- 
matically become aware of them before the 
neglect or the inanition reaches extremity; 
an authority which can provide from its 
staff of nurses the necessary daily attend- 
ance which is all that many of the cases 
need; an authority which would have avail- 
able under medical superintendence suit- 
able asylums for the really helpless de- 
serving aged persons who cannot be said to 
be, in the ordinary sense, wholly destitute; 
an authority, therefore, which must be quite 
unconnected with the destitution authority. 
This duty, it appears to us, should fall to the 
public health authority. Just as that au- 
thority already exercises what is, in effect, a 
kind of guardianship over infants, in order 
to be able to step in where there is neglect, so 
it must exercise a similar guardianship over 
the citizen falling into second childhood. By 
the staff of health visitors and sanitary 
inspectors, daily going their rounds, the public 
health authority will become aware of cases 
in which the helpless deserving aged, not- 
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withstanding their little pension or the at- 
tentions of the charitable, are suffering from 
neglect or lack of care. There should be for 
all such cases available in every district 
asylums or ‘retreats’ under a more accurate 
and less degrading title than that of work- 
house ... under the superintendence of the 
Medical Officer of Health of every district”. 


As sometimes happens, the signatories 
of a minority report show the greater 
wisdom. 

The public assistance committees 
and their departments are now to be 
abolished; yet it remains for each 
local authority to decide the manner 
in which the remaining welfare func- 
tions will be administered. At least 
in some counties the transfer to the 
health department will be complete. 
In the West Riding the public health 
committee becomes responsible and 
the health department is to have two 
divisions, one medical under the 
Medical Officer of Health and the 
other welfare under a County Welfare 
Officer. The medical section, which 
must eventually absorb the welfare 
work, will add to its present duties 
the establishment of a complete health 
service for the rehabilitation of the 
aged along the lines suggested by 
Beatrice Webb. A careful ascer- 
tainment of the living conditions of 
the aged in the community; pro- 
vision of residential accommodation 
for selected cases; practical assistance 
through district nursing, health visit- 
ing and home help services; the 
provision of meals from mobile can- 
teens: these and other methods such 
as medical supervision, including the 
services of a geriatric specialist, 
should help to remedy many of the 
present abuses. The local responsi- 
bility for most of these arrangements 
will lie with the divisional medical 
officers in charge of the 31 medical 
divisions. One difficulty which will 
follow upon the tripartite scheme of 
administration under the new Act is 
in the sphere of the aged who, when 
at home or in aged persons’ hostels 
are the responsibility of the local 
authority, and when sick and in need 
of nursing care become that of the 
hospital boards. It is difficult to 
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distinguish between age and chronic 
sickness, and aged folk are often ill. 
Are the aged persons’ hostels to have 
sick quarters? Where will the re- 
sponsibility for them lie? No doubt 


experience will provide us with a 
working arrangement. 


The Children Bill 

The Children Bill likewise has its 
roots deep in poor law history. For 
centuries the care of the homeless 
child has been the concern of the Poor 
Law, passing, with other of its 
functions, to the county and county 
borough public assistance committees 
in 1929. Within the past century 
many voluntary societies, ranging 
from the large organisations of Dr. 
Barnardo’s and the Church of Eng- 
land Waifs and Strays to small 
orphanages and ‘homes’ of a dozen 
children, have played an important 
part in meeting a growing feeling of 
social responsibility. In answer to a 
question in the House of Commons 
in 1943, Mr. Willink, the then 
Minister of Health, said that 212 such 
charitable institutions were certified 
as schools; and Mr. Morrison, the 
then Home Secretary, said that a 
further 828 charitable organisations 
were registered with the Home Office. 
During this century legislation has 
dealt with different aspects of the 
problem; the Child Life Protection 
laws, which made public health 
authorities responsible for visiting 
children fostered for gain, first ap- 
peared in the Children Act, 1908, and 
have been re-enacted in the Public 
Health Act, 1936; the Children and 
Young Persons Acts, 1932-33, have 
given magistrates powers to order 
children to be removed from their 
parents to “‘care and protection’’, 
usually by local education authorities; 
the maternity and child welfare legis- 
lation has enabled health authorities 
to establish residential nurseries where 
young children could be accommo- 
dated temporarily during the illness 
of parents or for other temporary 
reasons such as pregnancy. These 
arrangements and others, notably 
those for supervising adoption and 
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health schemes for illegitimate moth- 
ersand babies, brought about advances 
and worked well despite the overlap 
of functions between three different 
local authority committees (public 
health, public assistance and edu- 
cation) and voluntary bodies. Many 
of the old poor law institutions and 
the early forms of grouped and 
scattered homes in which children 
were, and still are, accommodated, 
and indeed also many of the barrack- 
like institutions of early voluntary 
effort, cannot but be regarded as 
quite unsuitable; particularly when 
the young child is obliged to consort 
with the old tramp and when the 
“‘mentally defective’ and ‘‘malad- 
justed”’ are indiscriminately mingled 
with the normal. Year by year 
standards have been rising and new 
grouped and scattered homes under 
competent house mothers have been 
springing up. 

Everyone was not satisfied with the 
state of affairs. The condition of slum 
children evacuated from our cities in 
wartime, graphically described in 
“Our Towns’, a survey by the 
Oxford University Press, stirred the 
national conscience. Criticism there 
was, but in a slowly but progressively 
evolving society, this is almost the 
natural order of the day and amounts 
in England to a morbid failing; here, 
to listen to the natives, is often to 
wonder if anything good exists. We 
should not forget that a mere century 
ago unwanted children were sold into 
the mines, and Parliament debated 
fiercely the Bill to reduce the labour 
of children working in factories from 
twelve to ten hours daily. Listen to 
what Macaulay said in 1846 during 
the three years of debate which pre- 
ceded the passage of the Ten Hour 
Bill into Law—‘ Never will I believe 
that what makes a population stronger 
and healthier and wiser and better can 
ultimately make it poorer’. But this 
great advocate of reform went on to 
say ‘I cannot help thinking that, by 
at once reducing hours of labour from 
twelve to ten, we hazard too much.” 
We did hazard as much and have 
continued steadily and courageously 





July 1948 


to remedy all abuses in child care; 
today no half-starved youngsters, ill- 
clad and ill-shod, stand at the factory 
gate in the half light of a cold winter’s 
morning. In comparison with those 
days the worst of our workhouses is a 
palace and the numbers in them 
trifling in amount. Some idea of the 
extent of the present problem can be 
gauged from the figures compiled for 
England and Wales by the Curtis 
Committee. The total number of 
children ‘deprived of a normal home 
life’ in 1946 was 124,900. Forty- 
four thousand of these fell outside the 
main problem (3,600 war orphans 
cared for by the Ministry of Pensions, 
14,500 in special schools, 5,200 home- 
less refugees remaining from wartime 
evacuation, 7,500 in mental defective 
institutions, 10,700 children fostered 
for gain on behalf of their parents and 
2,400 babiesawaiting adoption. There 
were two main groups, the destitute 
in the care of public assistance com- 
mittees or in voluntary homes (57,600), 
and the delinquents and others 


(23,400) removed to care and protec- 
tion by order of a court of magistrates. 
The main problem of the homeless 


child in England thus concerns 
94,000 children, not very great in 
terms of a total child population 
of ten millions. 

Lady Allen of Hurtwood cast the 
first pebble into this placid pool. On 
July 15, 1944, there appeared in 
‘The Times a letter asking for a 
public enquiry into the care of 
children deprived of a normal home 
life. The intensity of public feeling 
was surprising; more than a hundred 
eminent public men and women, 
including Bernard Shaw, Watson the 
London Magistrate, Susan Isaacs 
head of the London Institute of Child 
Development, Members of Parlia- 
ment, of the Church, of the medical 
profession and of voluntary bodies, 
poured their contributions into the 
editor’s letter box; and the published 
correspondence was the most lengthy 
for years. The Government had de- 
cided to set up a committee when 
there occurred one of the most 
dramatically timed of tragedies, the 
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ill treatment and death of a foster 
child on a Shropshire farm. It was a 
most unusual case; two brothers, 
Dennis and Terence O’ Neill, removed 
from their parents to the care of the 
Monmouth Corporation after frequent 
representations of the national So- 
ciety for the Prevention of Cruelty to 
Children, were placed in June, 1945, 
with Mr. and Mrs. Gough on their 
farm in a delightful part of the 
English countryside; six months later 
Dennis, emaciated and bruised, died. 
Gough was convicted of manslaughter 
and Sir Walter Monckton, K.C., who 
conducted a public enquiry, was 
highly critical of the manner in which 
the public authorities had exercised 
their supervision. 

Since then an English Committee 
under the chairmanship of Miss Myra 
Curtis, Principal of Newnham Col- 
lege, Cambridge, and a Scottish 
Committee under Lord Clyde, have 
sat ‘‘to enquire into existing methods 
for providing for children who, from 
loss of parents or for any other cause 
whatever, are deprived of a normal 
home life with their own parents or 
relatives; and to consider what further 
measures should be taken to ensure 
that these children are brought up 
under conditions best calculated to 
compensate for the lack of parental 
care’. No short account can do 
justice to the 186 pages of the English 
report (Cmd.6922) or to the 41 pages 
of the Scottish report (Cmd.6911). 
Both Committees were thorough in 
their enquiries; the English Com- 
mittee met in full session on 64 days, 
examined 229 witnesses and 114 
memoranda, visited 451 institutions 
and interviewed officials and/or mem- 
bers of 58 local authorities. Their 
reports are readable. The eighteen 
members of the English Committee 
were weighted on the psychological 
side, limited in medical membership 
to one eminent Professor of Child 
Health, Professor J. C. Spence of 
Newcastle, and a medical member of 
Parliament, Somerville Hastings, one 
time chairman of the London County 
Council, and it contained no medical 
officer of health or director of edu- 
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cation who could have contributed 
the background picture of local govern- 
ment. The findings reflect the 
constitution of the committee and it 
is those that the present Bill before 
Parliament faithfully reproduces. 
The Bill makes it the duty of every 
county and county borough to es- 
tablish a children committee as a 
separate committee of the council 
with its chief officer a children’s 
officer. The committee is to be re- 
sponsible for all local authority chil- 
dren’s homes and residential nurseries, 
whether short stay or long stay, for 
adoption, for boarding out and for 
children fostered for gain (the age is 
extended from nine years to sixteen), 
for remand homes and approved 
schools. The Central Authority is 
neither the Ministry of Health nor 
the Ministry of Education, both of 
whom had their advocates, but the 
Home Office under the Secretary of 
State. It may seem ungracious to 
criticise a Bill which must be regarded 
as one of the jewels in the new crown 
of social medicine but the medical 


officer of health looks wistfully at a 
section of his province which is to fall 
to the jurisdiction of a non-medical 


department. The maintenance of 
medical standards both of psychologi- 
cal and physical welfare would have 
been easier within the framework of 
the health department. We must, of 
course, do all that we can to achieve 
these ends by advice and guidance; 
but it is as well to remember that the 
low standards of child and baby care 
to be found under the poor law, and 
later the public assistance, juris- 
diction were not due to any lack of 
desire to do the right thing but to the 
ignorance of those in administrative 
control. Will a children’s officer of 
the type recommended be any better 
equipped to deal with these problems?; 
once again one thinks of the advocacy 
of the health administration by Sid- 
ney and Beatrice Webb as the only 
sure way to abolish poor law standards 
and outlook and, above all, to elicit a 
new response by the public. 

The Curtis Committee issued an 
interim report on training in child care 
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which resulted in the establishment 
of a Central Council for this purpose. 
This committee, upon which Pro- 
fessor Alan Moncrieff of the London 
Institute of Child Health, and I sit as 
medical members, is establishing three 
types of training course. University 
courses of a year’s duration for board- 
ing out officers are now running at 
Leeds, Manchester, Bristol and Lon- 
don, open, with government grants, to 
selected candidates previously quali- 
fied in social science, health visiting, 
teaching or otherwise by experience; 
courses of eighteen months’ duration, 
including six months’ practical work 
in a children’s home, are being run for 
house mothers and fathers by local 
education authorities, and there is a 
third short refresher course for those 
already working in children’s homes. 
The establishment of a new separate 
training course for boarding out 
visitors and a new type of social 
worker in the community was in- 
evitable in view of the attitude taken 
up by the Curtis Committee; of its 
wisdom I am in doubt. Boarding out 
is a narrow job. The child in a foster 
home, a small and we hope diminish- 
ing class of the community, could be 
supervised by the health visitor of the 
area more naturally and at less ex- 
pense. Adjustments in the training 
for health visitors could be made to 
strengthen their knowledge of the 
psychological aspects of the up- 
bringing of the homeless child. 
There has been an almost complete 
failure to appreciate the possibilities 
for prevention of homelessness; neither 
the Curtis nor the Clyde Committee 
considered this to be within their 
terms of reference. Several studies 
have been carried out recently (oc- 
casional paper No. 2 of the British 
Social Hygiene Council gives a sy- 
nopsis and bibliography of this work) 
which show that the social problem 
family is the chief source of the home- 
less child. At a rough estimate we 
have about 80,000 such families con- 
taining about 300,000 children, from 
which are derived two-thirds to three- 
quarters of all homeless children. 
The social problem family has been 
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graphically described in a Lancet 
leader (June 1946) on the: work in 
Manchester, London and Liverpool, 
of a voluntary Quaker organisation, 
the Pacifist Service Units. It is 
admittedly a hard nut to crack; yet 
supervision and practical assistance 
in one form and another by health 
departments might do much to pre- 
vent its downward progress to the 
deplorable circumstances at which it 
becomes necessary to remove the 
children. How long, oh how long, 
before we think in terms of prevention 
rather than cure! 

This interesting subject cannot be 
fully developed within the scope of 
this letter. Clearly the work of pre- 
vention and cure, the rehabilitation 
of the problem family and the making 
of satisfactory arrangements for the 
care of children when rehabilitation 
has failed, must proceed hand in hand. 
It would be easier to do this if the 
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health department were made re- 
sponsible for both; in the absence of 
this unity ways and means must be 
found to secure the same end; the 
health department will need to collabo- 
rate closely with the new children’s 
department. The medical officer of 
health has had a long experience of 
tying up the ends and knows the 
force of Pope’s couplet—‘ For forms 
of Government let fools contest, what 
e’er is best administered is best’. If I 
seem to you to advocate too strongly 
and too persistently the place of the 
medical officer of health, and the 
aspect of preventive medicine, in the 
world of administrative medical af- 
fairs it is from a profound belief in 
the benefits which can come from 
their inspiration and in the hope that 
your country will keep this great 
ideal before it and learn from our 
mistakes. 












































The Canadian Public Health Association 
1947-1948" 


(Part II) 


REPORT OF THE HONORARY TREASURER 


THE year 1947 was an expensive year for the Association and it was found 

necessary to use part of the small surplus which had been built up during the 
past few years. Most of this deficit was due to the marked increase in the cost of 
publishing the Journal. 

Several things have happened since the turn of the year to improve the picture 
at least temporarily. Through the combined efforts of the staff and our advertising 
representative, contracts have been obtained for more advertising and this will 
help to lower the monthly deficit that is incurred by the Journal. The rates to 
advertisers also have been increased but in spite of this, it is expected that the 
Journal will continue to operate at a loss for the coming year. 

One of the most encouraging signs is the acceptance by provincial govern- 
ments of the Association’s request for financial support to cover those activities 
of the Association which are, in reality, services to governments. This policy, 
which was passed at the last meeting, will result in approximately one-third of the 
operating revenue of the Association being derived from the provincial and federal 
governments. 

The generous grant which the Canadian Life Insurance Officers Association 
have provided for the Association in the past was used for general administrative 
costs during the war years and to initiate the expanded post-war program. It was 
the opinion that general administrative costs should be borne from now on by 
membership dues and the Executive therefore decided that the Association 
would not request a grant from the Canadian Life Insurance Officers Association 
for similar purposes in 1948. 

The Canadian Life Insurance Officers Association have been requested to 
finance a specific project, that of publishing the booklet, “Public Health as a 
Career”. The request is substantially smaller than the previous grants provided 
to the Canadian Public Health Association. 

The grant from the W. K. Kellogg Foundation for $15,000 for the year 
1948, while very heartening, should not lead to a false sense of security. The 
Canadian Public Health Association must derive an increased proportion of its 
revenue from its individual members if it is to stand upon its own feet in the 
future. Financial support such as the Kellogg grant is for a specific project and 
not for the general maintenance of a professional association. 


W. MOSLEY, M.D., D.P.H.., Honorary Treasurer. 


*Reports presented at the thirty-fifth annual meeting of the Canadian Public Health 
Association, held in the Hotel Vancouver, Vancouver, B.C., May 17-20, 1948. 
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CANADIAN PUBLIC HEALTH ASSOCIATION 
BALANCE SHEET AS AT 3lst DECEMBER 1947 


ASSETS 
Cash on Hand $ 773.95 
Cash in Bank 20,353.81 
Accounts Receivable—Advertising $200.00 
—Subscriptions 540.33 
—Reprints 244.03 
$984.36 
Less: Reserve for Doubtful Accounts 35.00 949.36 
Deposit with Postmaster 15.00 $22,092.12 
Dominion of Canada—re Salary Survey 1,420.48 
Investments—Province of Ontario, 
414% Bonds due in 1949—Cost 1,012.50 
Canadian Journal of Public Health $ 1,000.00 
Office Equipment $853.59 
Less: Reserve for Depreciation 687.02 166.57 1,166.57 
Prepaid Expenses 333.52 
$26,025.19 
LIABILITISS 
Accounts Payable $ 972.41 
Prepaid Subscriptions 1,141.47 
Prepaid Fees—Correspondence Course 339.67 
Prepaid Grants re 1948 15,875.00 $18,328.55 
Surplus 
Balance as at 3lst December, 1946 see . $11,756.26 
Deduct 


Excess of Expenditure over Revenue for the year (See Schedule A) 4,059.62 


Balance at at 3lst December, 1947 7,696.64 


$26,025.19 


Submitted with our report of this date attached. 


Hitt, Teskey & Co., 
Chartered Accountants. 


TORONTO, Ontario, 
12th March, 1948. 


CANADIAN PUBLIC HEALTH ASSOCIATION 
REVENUE ACCOUNT 
FOR THE YEAR ENDED 3lst DECEMBER, 1947 


EXPENDITURE 


Printing asieaicae aise ae ssid $ 8,229.11 
Postage on Magazines and Mailing Cost secccacanaad 1,040.17 
Honoraria ac dest dbs bteeannteanea eee ee 123.81 
Salaries . Setar Sees het alte essceoeten as dade bod berets pee ass 10,877.49 
Stationery and Office Supplies seeeeeees 


a isons 375.63 


Postage, Telephone and Express 580.08 
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Annual Meeting—Expenses Aidit cdo Seds cht aac eadeiete 
PMR 5555 tec cstcndcen cok Sndvckcsndnctpideostbaxsigalies tore iacseiatal eee 
Travelling .......... eats 
Unemployment Insurance ........... 
Plan for Hospital Care 
Sanaa UD foo accessstscst sasaseccecap cei chcachatieiercectocaaccaan cdieabnaaaReattecn 
Provision for Depreciation—Office Equipment 
Discount allowed and Bank Charges .. 


REVENUE 


Advertising 
Less: Commissions paid 


Subscriptions—less refunds ..... scabs duets gubis tara Beaks cope Resnik 
Grants—Canadian Life Insurance Officers Association . 
—Province of Ontario 
—Province of Quebec ..... 
—Province of New Brunswick 
Sanitary Inspectors’ Section 
Examinations—Revenue .. 
RON ices. 


Sales of Manual 
Less: Cost 


Laboratory Section 


Christmas Meeting—Revenue risen GUS 
—Cost ere 299.84 
Reprints—Sales 1,822.23 
—Cost . 1,128.00 
Correspondence Courses in Sanitary Inspection 
MI se cacecss sce Pe ck daa A de ia BE ti 
*Cost ... 


Bond Interest 


Excess of Expenditure over Revenue for the year 
transferred to Surplus Account 


*Excluding Salaries. 





$1,475.66 


1,467.36 





$ 7,406.25 
1,923.55 $ 5,482.70 


759.00 
358.07 


424.00 


413.57 





1,127.00 
443.06 


$23,196.91 


Vol. 39 






8.30 
1,056.79 
96.39 
39.00 
428.41 
170.72 
171.01 


4,437.84 
3,500.00 
2,500.00 
1,000.00 

300.00 


400.93 


10.43 


82.22 


694.23 


683.94 


45.00 





$19,137.29 


4,059.62 





$23,196.91 
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REPORT OF THE EDITOR, CANADIAN JOURNAL OF 
PUBLIC HEALTH 


‘THE past year has presented problems that have caused the Editorial Board 

much concern. Foremost have been the steadily rising publication costs. 
During 1947 the charges for printing and mailing the JOURNAL necessitated 
an expenditure double that of 1939. For a long time, the subscription price of 
the JOURNAL covered the major part of the printing costs. In recent years, 
however, the printing costs have greatly exceeded the income from subscriptions, 
thus placing an added strain on the Association at a time when the organization 
was assuming new obligations in connection with its enlarged program. To 
emphasize the financial problems involved in providing the members with a 
monthly scientific journal, mention may be made of the fact that the Editorial 
Board is endeavouring to keep the printing costs from rising above $10,000 
during 1948. This will inevitably mean a reduction in the number of pages from 
time to time, and it will be necessary also to limit the length of articles and to 
restrict the number of tables and charts. In the March 1948 issue of the 
JOURNAL the Editorial Board published a series of “Suggestions to Authors” 
which, it is hoped, will help to conserve space, reduce printing costs, and increase 
the value of the articles published. 

Another problem arising from the increased costs has been the necessity of 
assuming an even larger amount of editorial work in order to reduce to a mini- 
mum the printing charges. As the costs have increased, the editorial work has 
become more and more demanding. This additional work has been undertaken 
by Mr. R. L. Randall, who has had the responsibility for the publishing of the 
JOURNAL in all its aspects. The typography of the JOURNAL is of a high 
order and this is the result, in large measure, of the editorial work of Mr. Randall 
and those associated with him. 

To help offset the increase in printing costs, the Board found it necessary 
to raise the advertising rates in March, 1948. The new schedule was planned to 
give the 12-time advertiser a distinct advantage, and while the charge for a 
single full-page insertion was increased from $50 to $65, the rate for a full page 
on the basis of 12 insertions was raised only from $40 to $45. The benefit of the 
new rates will not be felt until next year, as most of the advertising contracts for 
1948 had been received before the new schedule went into effect. During 1947, 
forty advertisers were represented in the JOURNAL, and in the first five months 
of 1948 eight new advertisers have been added. 

Last year, for the first time in the JOURNAL’S history, it was necessary 
to cancel an issue. Due to a pressmen’s strike that lasted from the middle of 
December until the latter part of January, the Association was unable to print 
the December issue. The index for volume 38, which normally would have 
appeared in the December issue, was published in the January number. Reprints 
of the index have been supplied to libraries and other subscribers. It is of interest 
that the Association is renewing its relation with many scientific libraries. Judg- 
ing by the requests that have been received, the JOURNAL would be welcomed 
by many medical libraries in Europe and Asia ; for example, one agency concerned 











296 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 39 


with advancing medical education in China would gladly place fifty copies of the 
JOURNAL in important centres. In the past, the JOURNAL has been the 
means of bringing Canadian advances in public health to many medical centres 
in Europe. The place which the JOURNAL occupies in medical literature is 
evidenced by its inclusion and the publication of abstracts in the columns of the 
Journal of the American Medical Association, the Bulletin of Hygiene (London, 
England), and several European and South American publications. It would 
indeed be pleasing if the Association could supply the JOURNAL to a consider- 
able number of libraries for a few years, and the Editorial Board hopes that a 
plan may be developed to make this possible. The amount expended would have 
returns far greater than could be estimated. 

In January 1947 the JOURNAL was privileged to publish the first of a 
series of quarterly letters on public health developments in Great Britain, con- 
tributed by Dr. Fraser Brockington, County Medical Officer for the West Riding 
of Yorkshire, England. Canadian readers have not been alone in their appreci- 
ation of Dr. Brockington; in a recent issue of the American Journal of Public 
Health, the editor of the abstracts section urged everyone who had access to our 
publication to make a practice of reading the Letter from Great Britain. We are 
greatly indebted to Dr. Brockington for his stimulating contribution to the 
JOURNAL. 

R. D. DEFRIES, C.B.E., M.D., D.P.H., 
Editor, Canadian Journal of Public Health. 


REPORT OF THE LABORATORY SECTION 


HE fifteenth annual Christmas meeting of the Laboratory Section was held 

in Toronto on December 15 and 16. The attendance, one of the largest on 
record, indicated a keen interest in the affairs of the Section. Representatives 
were present from various hospitals, many Canadian universities, and federal, 
provincial, and municipal laboratories. A total of thirty papers dealing with 
various aspects of such broad subjects as salmonellosis, immunology, virus 
diseases, and antibiotics, were presented. This varied program served to bring 
recent advances in the various fields to the attention and scrutiny of key labora- 
tory personnel of the country. 

On Tuesday afternoon, December 16, an opportunity was provided by the 
Connaught Medical Research Laboratories, University of Toronto, for interested 
members to obtain a glimpse of the production of biological products and various 
research projects at the Dufferin Division (farm section) of the Laboratories. 

The annual dinner, held on Monday, December 15, was attended by approxi- 
mately one hundred persons who were privileged to hear the guest speaker, Dr. 
L. Joslyn Rogers, Professor of Analytical Chemistry, University of Toronto, and 
Provincial Consulting Analyst to the Attorney General. 

At the business meeting, Dr. R. J. Gibbons, Professor of Bacteriology and 
Hygiene, University of Ottawa, was elected chairman of the Section for the 
ensuing year. The next annual meeting will be held in London, Ontario, in 


December 1948. F. O. WISHART, M.A., M.D., D.P.H. 
Secretary. 
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REPORT OF THE VITAL STATISTICS SECTION 


"THE annual meeting of the Section was held as part of the general meeting 

of the Association at Quebec City, May 20-22, 1947. 

Two sessions of the meeting were devoted to presentation and discussion 
of papers on a “Symposium on Population” and a “Symposium on Vital Sta- 
tistics”. These covered studies of family composition, mortality trends and their 
effect on population, population problems in public health and the use of vital 
statistics in the municipal and local public health fields. 


A paper was also presented by a representative of the United States National 
Office of Vital Statistics on its “Consulting Program for Vital Statistics in the 
United States.” 


The remaining sessions of the meeting were devoted to the reports of the 
Section Committees, as follows: 


(1) The report on behalf of the Chairman of the Committee on Certification of 
Causes of Death recommended a further study into the use of the medical 
certificate of death. The report was accepted, printed and distributed to 
Section membership for consideration at the 1948 meeting. 

(2) The report of the Committee on Morbidity Classification and Statistics 
pointed out that three members of this Committee had served on the U.S. 
Committee on Joint Causes of Death engaged in the preparation of a com- 
bined morbidity-mortality list for submission to the International Com- 
mission on the Revision of the International List of Causes of Death, Paris 
(1948). As this list had already been turned over to an International Com- 
mittee set up under the World Health Organization, it was felt that the use- 
fulness of the Section Committee on Morbidity Classification and Statistics 
had drawn to a close. It was therefore recommended that this Section Com- 
mittee and the Subcommittee on the Revision of the International List of 
Causes of Death be amalgamated into a Committee to be known as the “Com- 
mittee on Nomenclature and Nosology” as recommended by the “Special 
Committees.” The report was adopted and effect given to the above recom- 
mendation. 

(3) The report of the Committee for the Revision of the International List of 
Causes of Death was presented and adopted. A summary of its activities 
under the new title of the “Committee on Nomenclature and Nosology” was 
outlined in a report printed in the Journal, July 1947 (p. 323). 

(4) Reports of some of the Committees of the Section could not be presented 
because of illness of the Chairmen, while progress reports were presented by 
chairmen of the other Committees. 


As pointed out in last year’s report of the Section, members of the Section 
Committee on Nomenclature and Nosology have been extraordinarily active in 
connection with preparatory work relative to the Decennial Revision of the 
International List of Causes of Death. It is appropriate, therefore, that mention 
be made of the meetings of this Committee and of the contribution certain 
members of this Committee have made to this end, as members of International 
Committees and Subcommittees appointed to prepare the International List. 
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Following, therefore, is a short chronological account of the activities of this 
Section Committee and of some of its members: 


The Secretary’s report on the Vital Statistics Section (April 1, 1947) gave an 
historical review of the progress of work on the Revision of the International 
List and the part Section members had played in the preparation of an Inter- 
national Statistical Classification of Diseases, Injuries and Causes of Death for 
consideration by an Interim Commission of the World Health Organization. At 
the annual meeting in Quebec City, 1947, Dr. J. Wyllie’s report of the Section 
Committee on the Revision of the International List of Causes of Death (see 3 
above) gave a further review not only of activities of the Section Committee but 
also of activities in connection with progress of work on the International List. 
The recommendations of this report, which were adopted by the Section, were 
as follows: 


“Recommendations of the Subcommittee of the Canadian Public Health 
Association on Revision of International List of Causes of Death 


The Canadian Public Health Association’s Subcommittee on Revision of 
International List of Causes of Death makes three recommendations for action 
by the C.P.H.A. Committee on Nomenclature and Nosology: 


(1) That the latter Committee be instructed to proceed with its consideration 
of the List of Categories of the International Statistical Classification of 
Diseases, Injuries and Causes of Death as prepared by the Interim Com- 
mission of the World Health Organization, with a view to submitting the 
recommendations of the Canadian Public Health Association for the advice 
and guidance of the Medical Advisory Committee to the Dominion Statis- 
tician. 

(2) That the Committee be directed to confine its suggestions to the basic prin- 

ciples of the International Statistical Classification, leaving the arrangement 

of individual categories to the International Committee of medical experts, 
appointed by the Interim Commission of the World Health Organization. 

That the Committee be empowered to frame proposals for submission to the 

Medical Advisory Committee without prior reference to the Vital Statistics 

Section of the Canadian Public Health Association, on the understancing 

that a report on all the activities be presented at the next meeting of the 

Section.” 


(3) 


The first meeting of the Section Committee on Nomenclature and Nosology 
met at Ottawa, July 18, 1947, for the purpose of implementing the above recom- 
mendations. 


Accordingly, a joint meeting of this Committee and the Technical Medical 
Advisory Committee on Vital Statistics to the Dominion Statistician was held 
on the same date and a draft prepared of the Canadian submission to the Interim 
Commission of the World Health Organization with the recommendation that 
it be forwarded to the Dominion Statistician for transmission to the World Health 
Organization as the official submission of the Government of Canada. 

The International Statistical Classification of Diseases, Injuries and Causes 
of Death, prepared initially by the United States Committee on Joint Causes of 
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Death, was adopted by the International Committee of the World Health Organ- 
ization as the basis of its recommendations to the Interim Commission of World 
Health Organization. The Expert Committee at its Ottawa meeting in March, 
1947, revised the List of Categories and the Tabular List of Inclusion Terms, and 
the List was submitted to the member nations for their consideration and com- 
ment. The List of Categories was further revised by the Expert Committee, in 
the light of the suggestions received from 36 countries, at its Second Meeting in 
Geneva, Switzerland, in October, 1947, and will be submitted to the representa- 
tives of the Member Governments for consideration at the 1948 Paris Conference. 
It is also understood that Part II of the International List, which is the Tabular 
List of Inclusion Terms, will be released at the Paris Conference and that an 
Alphabetical Index thereto is in the course of preparation. 


One of the Committee’s functions at the Geneva meeting was to make recom- 
mendations to the World Health Organization regarding the International Re- 
vision Conference for 1948. Dr. John Wyllie again represented Canada on the 
Expert Committee and Mr. J. T. Marshall acted as Co-Secretary of the Com- 
mittee. Miss W. O’Brien and Mr. J. T. Marshall also attended as members of 
the Index Subcommittee. 

The Canadian delegation to the International Conference which is to be 
convened in Paris on April 26, 1948, for the Sixth Decennial Revision of the 
International List of Diseases and Causes of Death has been named by the 
Honourable Louis St. Laurent, Secretary of State for External Affairs, and it is 
gratifying to note that the entire delegation is composed of active members of 
the Vital Statistics Section. Dr. F. S. Burke is the senior member of the dele- 
gation and represents the Department of National Health and Welfare and the 
other medical services in the Government of Canada; Dr. J. A. Melanson, Chief 
Medical Officer and Registrar General of the Province of New Brunswick, is 
the representative of the Provinces and the French-speaking member of the 
delegation; Dr. John Wyllie will represent the national private agencies, includ- 
ing the Canadian Public Health Association, the Vital Statistics Section, the 
University medical schools and the schools of public health; Mr. J. T. Marshall, 
Assistant Dominion Statistician and Acting Director of the Division of Social 
Welfare Statistics, will represent the Dominion Bureau of Statistics, which 
organization is responsible for the introduction of the new List in this country; 
and Miss W. O’Brien, R.N., Supervisor of the Nosology Section, Dominion 
Bureau of Statistics, who for the past two years has been actively engaged in 
the setting up of the List and its component parts, will act as chief adviser to the 
Canadian delegation. 

As outlined in the recommendations of the minutes of the 1947 annual meet- 
ing of the Vital Statistics Section Committee on Nomenclature and Nosology, a 
report of the activities of this Committee in connection with the 1948 Revision 
of the International List will be presented at the 1948 annual meeting which is 
expected to take place in conjunction with the meeting of the Vital Statistics 
Council for Canada in the early summer. 

It is interesting to note that when the Lasker Group Awards of the American 
Public Health Association were announced at the Atlantic City meeting in 
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October, 1947, one was presented to Dr. Lowell J. Reed as Chairman of the 
United States Committee on Joint Causes of Death. Five Canadians were in- 
cluded in the group and thus four members of the Vital Statistics Section—Dr, 
F. S. Burke, Dr. John Wyllie, Miss W. O’Brien, and Mr. J. T. Marshall—were 
honoured “for significant contributions to the International Statistical Classifica- 
tion of Diseases, Injuries and Causes of Death.” Dr. Jonathan Meakins repre- 
sented the Canadian Medical Association on the United States Committee. 

The Section Council found it impossible in the light of international 
obligations of so many members of the Section to arrange a program for a 
Section meeting at the time the parent Association meets in Vancouver on May 
18-20, 1948. 

H. G. PAGE, M.A., Secretary. 


REPORT OF THE COMMITTEE ON THE CERTIFICATION 
OF SANITARY INSPECTORS 


ITH the cooperation of the Provincial Departments of Health, the Com- 
mittee held the 1947 examinations for the Certificate in Sanitary Inspection 
(Canada) in Vancouver, Regina, Winnipeg, Toronto, Montreal, Saint John, and 
Halifax, on September 11, 12 and 13. Of the fifty-two candidates forty-one were 
successful : 

British Columbia: Stanley Price Ford, Victor Hosmer Skinner, Robert 
Leonard Trerise. 

Saskatchewan: Samuel Bondar, Stanley James Frew, Douglas Walter Gar- 
ner, Archibald Edwin Hill, Robert Elsworth Kinnee, David Edward Plummer. 

Manitoba: Sigurd Johnsen. 

Ontario: René Elzéar Joseph Brousseau, Ross MacDonald Campbell, Glen 
E. Crandall, John Booth Griffiths, Oliver Walter Hughes, Wallace Paul Merner, 
Arthur Edward Mills, Harry Frederick Motton, George Alan Stubbs, Herbert 
Goldwin Webster, Norton George Whitaker, Edward J. Williams, George 
Victor Young. 

Quebec: Marcel Belanger, Jean Roger Carriére, Robert Joseph Cloutier, 
Henri-Paul Gagnon, Arthur Germain, Joachim Laurier Hebert, Gaston Lanthier, 
Théodore Mongeon, Noél Parent, Paul Pouliot, Raymond Sabourin, Noél J. 
Tremblay, Rémi Verrette. 

New Brunswick: Hazen Leonard Stanhope. 

Nova Scotia: Robert Blair Bacon, Gabriel Sarto Girard, John Edmund 
O’Leary, Sidney Robert Wallace. 

Since the Association established educational standards and outlined 
courses of study for sanitary inspectors in 1935, five hundred and fifty-one inspec- 
tors have obtained the Canadian qualification for employment in the field. 

An important factor in the training of sanitary inspectors has been the cor- 
respondence course which the Committee introduced in the fall of 1942. During 
a period of twenty-four weeks, instruction is provided in the essentials of environ- 
mental sanitation, food sanitation, communicable disease control, vital statistics, 
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and public health administration. Thirty candidates were enrolled for the 1947- 
48 session, which opened on October 25, 1947. 

During 1947 the Committee supervised the revision of the “Manual for Sani- 
tary Inspectors”. This 225-page mimeographed book, first issued in 1937, was 
completely revised and a new edition issued in September. Its twenty collabor- 
ators include members of the federal, provincial, and municipal health depart- 
ments and of universities, and it is an excellent example of what can be accom- 
plished by the voluntary efforts of an interested group. Since it was first published 
eleven years ago, more than 2,500 copies have been distributed and it has had a 
wide circulation among health departments generally as well as among sanitary 
inspectors. The edition of 300 copies prepared last September has been disposed 
of and a reprinting is now under way. 


A. E. BERRY, M.A.Sc., C.E., Ph.D., Chairman. 


REPORT OF THE NATIONAL COMMITTEE FOR SCHOOL 
HEALTH RESEARCH* FOR THE CALENDAR YEAR 1947 


ce school health research program now embodies numerous studies which 

are in various stages of completion. It seems desirable, therefore, in present- 
ing a report for the year 1947, to mention each study separately and to indicate the 
extent of development in each case. The National Committee has planned the 
program so as to differentiate between research projects in need of immediate 
attention and those less urgent. In many instances it has been possible to begin 
the less urgent studies also and thus maintain some measure of constant develop- 
ment of the program. 


Section I. Stupres AssIGNED CERTAIN PRIORITY 

(a) The Health Survey 

The survey of all Canadian schools was completed in February and during 
the spring months some ten thousand copies of the report were distributed across 
the Dominion. These reports were sent to Provincial Departments of Health and 
Education, to all Home and School organizations, and to numerous other educa- 
tional groups. Requests for additional copies, especially from departments of 
hygiene at universities, have necessitated a reprinting of the report. These 
reprints are now available} but a nominal charge has been made to cover this 
added printing cost. 


(b) Absentee Study 

This study of causes of absence from school has been copied in the State of 
California under the direction of the Metropolitan Life Insurance Company and 
in the British Isles under the direction of the Ministry of Health. The data for 
the Canadian study, which includes some 16,000 children, are now being analyzed 
and a report is expected in the summer of 1948. These data are being analyzed in 
some twelve different ways to show rates of absence by causes, ages, sexes, 
economic status, racial origin, occupation, size of family, home condition, etc. 


*Sponsored by the Canadian Education Association and the Canadian Public Health 
Association. 


From the Canadian Education Association, 206 Huron Street, Toronto 5. Price 25 cents. 
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(c) Intensive Health Survey in a Local Area 

This study began in September in the Clover Bar School Division in Alberta. 
The Provincial Department of Health is conducting a detailed community survey 
while graduate students from the University of Alberta are assisting in a study of 
the schools, their personnel and surroundings. The study should show whether 
or not the teacher-training program in health results in changes in the health 


conditions in the schools, in the community, and in the attitudes of pupils and 
parents. 


(d) Mental Health Problems in Canadian Schools 

The manuscript of this report was delivered to the printer at the end of the 
year. The material which it contains gives a synopsis of the opinions of elemen- 
tary school inspectors and high school principals regarding the most serious and 
most frequent mental health problems among our school population. Some six- 
teen case studies from child guidance clinics across Canada have been included 


also. It is intended to print 5,000 copies of the report for distribution to all pro- 
vinces. 


Section II. INCIDENTAL STUDIES 


(a) Synthesis of Studies on School Lighting 


Data are being collected on recent development in the field of school lighting. 
This material is intended for distribution at a later date. 


(b) Survey of Vision and Hearing and the Relation of Each to School Progress 

Some progress has been made in planning this study but final plans are being 
delayed pending the report of a vision-testing experiment in the schools of St. 
Louis, Missouri. The purpose of this study, which is under the direction of the 
National Society for the Prevention of Blindness, New York, is to determine 
which vision-testing methods are the most efficient and how accurate each test is 
in comparison with the ophthalmologist’s complete examination. 


(c) Study of School Caretaking 

The field of training courses dealing with school caretaking is being explored 
with a view to the preparation of bulletins which could be used in the training of 
personnel in rural and small urban schools. 
(d) Study of School Environment 

In conjunction with the School Health Bureau of the Metropolitan Life 
Insurance Company, New York, a questionnaire has been distributed to some 
seventy-five Canadian educators to gather information on specific needs with 


respect to a safe and healthful school environment. These data are now being 
compiled. 


(e) Study of the Incidence and Causes of Poor Mental Health among Teachers 

This study stems from information gathered in the Health Survey of Can- 
adian Schools published by the National Committee in March, 1947. Consul- 
tations are now being held with leading mental hygienists in order to prepare a 
suitable questionnaire for the study. 


A. J. PHILLIPS, Ph.D., Research Director 


Association News 
nt eeceadenantiaeens 


THE THIRTY-SIXTH ANNUAL MEETING 


ore who were fortunate enough 
to attend the Association’s thirty- 
sixth annual meeting, held in Vancou- 
ver May 17-20, will long remember its 
superb hospitality and the excellence 
of the arrangements. The program was 
under the direction of the president, 
Dr. G. F. Amyot, ably aided by his 
executive assistant, Mr. A. H. Cam- 
eron. Dr. W. H. Hatfield and the 
hard-working members of his Com- 
mittee on Finance, Entertainment and 
Exhibits were largely responsible for 
the excellent time afforded the dele- 
gates and their wives. Dr. Stewart 
Murray was responsible for the fine 
housing arrangements; Miss Alison 
Chrow for the efficient operation of the 
registration desk, which looked after 
the 610 delegates, 428 from Canada 
and 182 from the United States; Miss 
J. Alice Beattie and her committee for 
welcoming the wives of the delegates; 
Dr. G. F. Kincade for the exhibits and 
publicity; and Mr. F. J. Jeffrey for the 
business arrangements. 

The two sessions of the Executive 
Council on May 17th produced much 


interesting discussion of the Associa- 
tion’s policies. One of the most pro- 
ductive deliberations was a review of 
the Association’s policy regarding 
national health insurance. 

The new policy of having only one 
meeting for each Section proved quite 
successful and fostered a better atten- 
dance at the general sessions. The 
presence of a large number of members 
of the Washington State Public Health 
Association added much to the success 
of the convention. 

One of the entertainment highlights 
was a cruise aboard the H.M.CS. 
“Ontario”, and thanks are due Cap- 
tain Hibbard and his crew for a most 
enjoyable afternoon. This unique op- 
portunity afforded members of the 
Association reflected the interest of 
the Honourable Brooke Claxton, Min- 
ister of National Defence, in the Asso- 
ciation. 

The reception and annual banquet 
was the social climax of the meeting. 
Dr. Charles A. Hodgetts, the first 
President of the Association under its 
Dominion charter and president of the 


The cruise aboard H.M.C.S. “Ontario”. 
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At the annual dinner: Dr. Charles A. 
Hodgetts, first President of the Asso- 
ciation under its Dominion charter, 
with Mrs. Hodgetts and Dr. R. D. 
Defries. 


Second Annual Congress which was 
held in Toronto in 1912, was present 
with his wife, and his outstanding con- 
tribution to the Association was des- 
cribed by Dr. R. D. Defries. At this 
session, also, Dr. Amyot presented the 
Association with a gavel which he had 
made of dogwood, the official tree of 
British Columbia. Honorary life mem- 
bership in the Association was pre- 
sented to Dr. Arthur Wilson, who 
retired recently after many years of 
service as medical health officer of 
Saskatoon. 

There was much of interest in the 
scientific program. Outstanding were 


Dr. Amyot presents a gavel to the 
incoming President, Dr. Allan R. 
Morton, Commissioner of Health of 
Halifax. 
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the addresses by the Honourable Paul 
Martin and Dr. G. D. W. Cameron, 
reviewing the Federal Government's 
announcement of grants-in-aid to 
assist the public health programs of 
the Provinces; Dr. Nathan Sinai’s ad- 
dress, ““The Public Health Outlook”; 
a panel discussion on medical care, 
under the chairmanship of Dr. Sinai; 
a panel discussion on public health ad- 
ministration, chaired by Dr. Carl S. 
Buck; and a panel on the Wetzel Grid. 
These and many other items provided 
the delegates with the mental stimu- 
lation which is the Association’s prime 
reason for holding these annual meet- 
ings. 


a 


The Hon. Paul Martin outlines the 
Government’s proposals for a national 
health program. At the head table: 
Miss Elizabeth L. Smellie, Dr. G. F. 


Amyot, the Hon. Geo. S. 
Miss Elizabeth Russell, 
Adélard Groulx. 


The Association elected the Hon- 
ourable Frank R. Davis, M.D., Min- 
ister of Health of Nova Scotia, as 
Honorary President for 1948-49, and 
Dr. Allan R. Morton, Commissioner 
of Health of Halifax, as President. 
Dr. John T. Phair, Toronto, was 
named President-elect, and the new 
Vice-presidents are Dr. G. W. D. 
Cameron, Ottawa, Dr. Stewart Mur- 
ray, Vancouver, and Miss Elizabeth 
Russell, Winnipeg. The 1949 annual 
meeting will be held in Halifax on 
June 28, 29 and 30, with headquarters 
in the Nova Scotian Hotel. 


Photographs by Artray Limited, Vancouver 
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